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It would be premature to attempt to survey with an 
air of finality the progress — has been made in 
medicine during the past five years. Many of the data 
bearing on this subject are stil listed as being in the 
category of classified information, other data cannot be 
evaluated critically, and, finally, only the faint outlines 
of the total impact of the war on medicine are visible 
at the moment. However, it does appear timely to 
conduct an initial inquiry into the topic, and this paper, 
which necessarily is preliminary in nature, will be 
presented for the purpose of stimulating further thought 
on and analyses of this subject. In considering the ques- 
tion of * ‘Medical Progress and Medical Education Dur- 
ing the War,” it is proposed to divide it into two main 
parts. The first will deal with certain of the scientific 
advances which were made in medicine during the 
war. The second will concern itself with the effects of 
war on the professional qualifications and on the educa- 
tion of doctors and medical students. 


ACCELERATION OF RESEARCIL 

It can be said that one of the first effects of the war 
was to shift the emphasis in medical investigation to 
problems concerning the care of the wounded, to the 
prevention and treatment of infectious diseases and to 
those physiologic and psychologic problems which arose 
from placing individuals in exotic environments. 
With this change in emphasis came also a shift from 
an individualistic type of research to that conducted 
by groups of investigators whose activities were directed 
and coordinated for the common good. This was neces- 
sary in order that time might be saved and needless 
reduplications of effort avoided. In the United States 
this coordination was ettected for the Committee for 
Medical Research of the Office of Scientific Research 
and Development by the various committees and boards 
of the Division of Medical Sciences of the National 
Research Council working in conjunction with the Board 
for the Investigation of Epidemic Diseases, U. S. Army, 
the various civilian, army and naval research labora- 
tories, the Canadian National Research Council and the 


Read before the Forty-Secon " 
and Licensure, Chicago, Feb. 

‘rom the Department of Preventive Medicine, the Johns Hopkins 
University School of Medicine. The cooperation of the chairmen of the 
following committees of the National Research Council extended coopera- 
tion which made the preparation of certain parts of this communication 
possible: the Committees on Industrial Medicine, Sanitary Engineering, 
Shock, Blood and Blood Substitutes, Tropical Diseases, Aviation Medicine, 
Armored Fighting Vehicles, Cardiovascular Diseases, Neurological Sur- 
gery anc ‘ascular Injuries and the Board for the Coordination of 
Malarial Studies. Helpful suggestions were given by Drs. E. D. Churchill, 
. S. Lockwood, James Bordley III] and L. H. Weed. 


a Congress on Medical Education 
1946, 


Medical Research Council, the chemical factories and 
the flying personnel committees in Great Britain. It 
Was also. true that, as time was an important factor 
and there were many practical questions which had to 
be answered, research largely was concerned with new 
applications of existing knowledge rather than with the 
search for fundamental principles. 

It may be said that while an adequate liaison and a 
satisfactory system for the exchange of technical infor- 
mation was maintained between the civilian agencies, 
this was not always true as far as certain military 
agencies were concerned. While objections were not 
made officially to the receipt of classified military medical 
information by civilian investigators, restrictions were 
placed on the ofhcial exchange of such information. 
direct result, information was withheld which 
was vital for the proper planning and execution of 
civilian medical research programs. It must be stated 
in all fairness that the coordinated research program 
on malaria was a notable exception to this general 
policy. A great deal of information covering the pro- 
fessional and research aspects of medicine, surgery, 
neuropsychiatry, preventive medicine and nutrition, 
which was embodied in special reports, sanitary reports 
and essential technical medical data reports, was received 
from overseas theaters of operations. Certain of the 
data contained in these reports would have greatly 
assisted those who were planning research programs. 
Ilowever, it was not until the summer of 1945 that this 
type of data was made freely available to responsible 
civilian agencies. The policy of not making such data 
freely available to accredited civilian investigators cre- 
ated an intellectual vacuum, a situation which would 
be considered intolerable in any concept of total war. 

In any consideration of medical progress during the 
war, it can be said that the experimental and clinical 
development by Florey and his associates ' of Flem- 
ing’s ? observations on antibacterial effects of penicillin 
was outstanding. As the story of penicillin has been 
dealt with so amply it will not be discussed in this 
presentation with the exception of saying that due credit 
must be given to the workers in the Regional Agri- 
cultural Laboratory at Peoria, Ill., and to the American 
pharmaceutical, chemical and distilling industries for 
their noteworthy performance in producing penicillin 
in quantities which four years ago would have been 
thought to be fantastic and unattainable. Their genius 
for organization and production should receive the high- 
est praise from a grateful people. There can be no 
doubt of the properties of penicillin in helping to save 
life and limb, but, as far as its role in the care of the 
wounded is concerned, ait must be considered in con- 
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junction with other adjuvants to surgical therapy, such 
as plasma, serum albumin, whole blood and the sulfon- 
amudes. 

The development of resuscitation therapy for the pre- 
vention and treatment of shock and of replacement 
therapy for the maintenance of the blood in the seriously 
wounded has been an interesting story. Many of the 
properties of whole blood, plasma and serum in the 
prevention and the treatment of shock were well known 
prior to 1939, and hence the problems at the beginning 
of the war in respect to these agents were those of 
efficient utilization and production. On the basis of 
knowledge and conditions existing in 1940-1941 it was 
deemed advisable to select dried plasma as the agent 
4 choice for use in the resuscitation of the seriously 
injured, and the aid of the American Red Cross was 
enlisted for the procurement of the quantity of blood 
which was necessary to assure adequate supplies of 
plasma for the armed forces. 

It had been noted by the British in the Middle East 
in 1941-1942 that the administration of plasma, while 
being valuable as a first aid measure in combating 
shock, did not bring about the overall favorable results 
which were noted following the administration of whole 
blood to seriously injured casualties. This observation, 
which was not new, substantiated the British organiza- 
tional concept of the need for blood transfusion units 
to provide adequate amounts of whole blood in theaters 
of operations. The British point of view concerning the 
need for whole blood was sustained by American experi- 
ence during the Tunisian campaign early in 1943 and 
led to the establishment of individual blood banks 1n hos- 
pitals in the North African Theater of Operations. This 
system was maintained in that theater until January 
1944, when, following the arrival of the needed supplies, 
a central collecting and distributing blood bank was 
established. This bank, supported by military donors, 
supplied the needed amounts of whole blood for the 
remainder of the Itahan campaign. Its success, coupled 
with an awakening realization by the services of the value 
of whole blood in the treatment of the wounded, led 
to the development of a program by the middle of 1944 
which provided for the shipment by air of large quantities 
of blood from the United States to the European and 
Pacific theaters of operations. 

Other interesting developments in the field of blood 
and blood substitutes were the development of serum 
albumin and fibrin products by Cohn ° and his associates. 
Serum albumin was used for the treatment of shock 
both in the seriously wounded and in the seriously 
burned. In the wounded, according to the best available 
observations,? 25 Gm. of serum albumin gave results 
comparable to 1 unit of reconstituted plasma. Theo- 
retically this amount should have been equivalent to 2 
units of plasma in the well hydrated patient. It could 
not be demonstrated however that, except for its small 
bulk, serum albumin was superior to reconstituted 
plasma in the treatment of the seriously injured. Serum 
albumin proved to have its greatest value in the sup- 
portive treatment of burns and, because of its osmotic 
power, especially in those burned patients who had 
become edematous from the retention of excessive quan- 
tities of parenterally administered fluids. Fibrin prod- 
ucts were found to be uesful adjuvants in surgery. 
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Despite the fact that much has been said about the 
value of sulfonamides in the prevention of all types 
of infection in wounds during the second world war, 
the results of carefully controlled studies on this point 
show that, while serious spreading infections may be 
controlled by the oral administration of sulfonamides 
in adequate doses, the development of local wound infec- 
tion is little influenced by the local or systemic use of 
these drugs. From army and naval surgeons who have 
served in overseas theaters of operations, impressions at 
times glowing, at others damning, have been received 
concerning the value of sulfonamides in the prevention 
and treatment of infection in the wounded. However, 
little controlled factual evidence relative to the value 
of sulfonamides in the wounded is available. In the 
North African Theater of Operations, during a period 
in which certain surgeons were praising the virtues of 
sulfonamide prophylaxis of wound infection while other 
surgeons were denying its value, studies made on blood 
concentrations of the sulfonamides in an adequate sam- 
ple of wounded (all of whom according to the record 
were receiving sulfonamides by mouth) showed that 24 
per cent had either a trace or no sulfonamide in their 
blood. In the majority of these patients the concen- 
trations of sulfonamides in the blood were below those 
which are known to be effective. It is evident from 
these data that reports concerning the efficacy or lack 
of efficacy of sulfonamides in the prevention of infection 
in the wounded must be taken with a grain of salt if 
not supported by studies of the concentration of sulfon- 
amides in the blood. 

The record which has been made in this war by 
American surgeons in their treatment of the wounded 
is enviable. To date the record shows that but 4.5 per 
cent of the wounded have succumbed. ‘This is to be 
compared with a death rate of 8.26 per cent in wounded 
American soldiers in the American [-xpeditionary Forces 
in the first world war and a 10 per cent death rate which 
was recorded in wounded German soldiers during the 
first four years of the present war. This saving of life 
has been achieved primarily by the skill of American 
surgeons and their ability to develop rapidly the con- 
cepts which were necessary for the intelligent manage- 
ment of the wounded. lew if any of the surgeons had 
ever experienced the flow of gross trauma which faced 
them when the battle was on and casualties began to 
pour im. Their conceptions respecting preoperative, 
operative and postoperative treatment had to be altered 
to fit the conditions under which they had to work, 
Their intellectual flexibility, their ingenuity at improvi- 
sation and their constant attention to detail in the care 
ol the wounded provided a great tribute to the system 
of medical education which developed these surgeons. 
Their record was not equaled by that made by any 
other nation. 

Important advances were made in the prevention and 
treatment of disease during the war. One of the inter- 
esting advances was concerned with the use of tetanus 
toxoid in the Army. Ramon ® and his associates had 
demonstrated the possibility of immunization against 
tetanus in the nineteen thirties. In the late summer and 
fall of 1940 the Medical Department of the Army made 
repeated attempts to impress the War Department gen- 
eral staff of the value of tetanus toxoid and to introduce 
its use as a universal practice in the Army. These efforts 
were rebuffed by the War Department general staff 
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because of the fear of adverse criticism from antivacci- 
nation groups if another immunization procedure was 
added to those already in use. (It is to be noted that 
in matters of health the Medical Department functions 
only in an advisory capacity to the general staff.) In 
the middle of 1941 the general staff reversed its position 
and authorized the immunization of all personnel in 
the Army of the United States with tetanus toxoid. 
Rarely has an immunization procedure been so etfec- 
tive, there being but 3 recorded cases of tetanus in the 
immunized personnel of the Army during the entire 
rar. ‘Tetanus developed in only | battle casualty. 

Immunization against epidemic typhus proved to be 
very reliable. The value of this procedure has been 
overshadowed by the later spectacular use of DDT 
controlling civilian epidemics of typhus. In the winter 
and spring of 1942-1943 typhus was epidemic in North 
Africa and there were hundreds of thousands of mstances 
of the disease in the civilian population. Among Amert- 
can army personnel who had been immunized and 
reimmunized with the Cox type of typhus vaccine only 
2 mild cases of the disease were recorded in the first 
four months of 1943, while during the same period 
in a comparable group of Allied troops in whom vac- 
cination was not initiated until the end of February 
or the first of March, 1943 a total of 43 cases were 
recorded, with a case fatality rate of roughly 30 per cent. 

In the process of the preparation of serum albumin, 
gamma globulin was produced in considerable quanti- 
ties? This fraction of human plasma was found to 
contain a variety of antibodies ® and was shown by 
Stokes, Maris and Gellis’ to be highly effective in 
preventing or attenuating measles. Later Stokes and 
Neefe * and Stokes and Gellis ° demonstrated that gamma 
globulin, when administered in adequate doses, appeared 
to protect passively against infectious hepatitis. 

Another important advance which was made during 
the war was the development of a formalized vaccine 
which conferred a certain degree of immunity against 
influenza. It was demonstrated '® during the epidemic 
of influenza in the fall of 1943 that the administration 
of a single subcutaneous dose of 1 cc. of the vaccine 
exerted a definite though not a completely protective 
effect in vaccinated subjects. The results obtained in 
these controlled studies were striking enough, however, 
to warrant a large scale immunization program against 
influenza to be launched in the Army in 1945. In view 
of the epidemic prevalence of influenza in the late fall 
and early winter of 1945, reports of the effect of this 
program for the prevention of influenza in the Army 
will be awaited with great interest. 

A great deal of information was obtained during the 
war concerning the prophylactic and suppressive ettects 
of certain drugs against infections. As the result of 
studies carried out by the Commission on [pidemio- 
logical Survey and the Commission on Meningococcal 
Meningitis of the Army Epidemiological Board it was 
demonstrated that sulfadiazine iff amounts as small as 
a a single dose of 2 Gam. was very effective. in eliminating 
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the meningococcus carrier states which existed in indi- 
viduals at the time the drug was administered. These 
observations thereby provided a method for interrupting 
or terminating epidemics of meningococcic meningitis 
which may prove to be very useful. The effects of 
sulfadiazine in the prophylaxis of beta hemolytic strepto- 


coccic infections was also studied during the war."! 
Here, however, the results were not as happy as in 


the mstance of the meningococcus studies. It was found 
that, while this type of prophylaxis was effective in 
eliminating hemolytic streptococci from the throats of 
many carriers, strains of the organisms which were 
resistant to sulfadiazine (possibly as the result of the 
use of the drug in prophylaxis) appeared and produced 
considerable outbreaks of tonsillitis, pharyngitis and 
scarlet fever. .\s a result of these experiences it would 
seem that sulfonamides should be used with caution in 
the prophylaxis of hemolytic streptococcie infections. 
Their use in the control of an epidemic in closed groups 
would seem justifiable, but until further experience has 
been gained their use for the prophylaxis of strepto- 
coccic infections in the mas’ appears to be questionable. 

As a result of the tactical employment of American 
troops in certain of the most maiarious areas in the 
world, much has been learned during the war con- 
cerning the suppressive effects of quinacrine. It was 
found that the original plan of administering 0.2 Gm. 
of quinacrine twice a week was not very effective in 
suppressing malaria. In certain areas this scheme of 
administering the drug for suppressive purposes was 
followed by acute and at times severe toxic reactions 
(nausea, vomiting, diarrhea and fever) after the third 
or fourth dose of the drug had been given. [Extensive 
experimental and field studies on the pharmacology and 
suppressive effects of quinacrine, which were made pos- 
sible during the war by the development of a fluoro- 
metric method!’ for determining the concentration of 
the drug in the body fluids and tissues, demonstrated 
not only that the administration of 0.1 Gm. of quinacrine 
daily produced far fewer acute toxic reactions but 
that this dosage, if taken conscientiously, produced a 
high degree of suppression of malaria produced by 
Plasmodium vivax and a causal prophylactic effect as 
far as infections produced by Plasmodium falciparum 
were concerned. 

Because of the fact that quinacrine acted only as a 
suppressive agent against infections produced by P, 
vivax, extensive investigations were carried out under 
the auspices of the Board for the Coordination of Mala- 
rial Studies. This board was composed of representa- 
tives of the Army, Navy, United States Public Health 
Service, Office of Scientific Research and Development 
and the National Research Council. In one of the most 
beautifully coordinated programs which marked scien- 
tific endeavor durmg the war, some fourteen thousand 
chemical compounds were studied for their antimalarial 
activities. The pharmacology and toxicology of a large 
number of these compounds were investigated, and about 
eighty of them showed promise enough to warrant clin- 
ical investigation in human malaria. While no true 
causal prophylactic was discovered, chloroquine, or 
7-chloro-(4 


diethylamino- l-methylbutylamino) quino- 

line, was found to be “an 1 effective suppressive when 
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administered no more frequently than once weekly in 
a well tolerated dose.” 

The problem of the environmental control of acute 
respiratory infections received a considerable amount 
of attention during the war. It was shown by Robert- 
son '* and his co-workers of the Commission on, Air- 
Borne Infections that glycol vapors were highly effective 
in the sterilization of air. In fact, it was found that 
a concentration of as little as 1 Gm. of triethylene glycol 
in several hundred million cubie centimeters of air was 
lethal for the common pathogens of the respiratory tract 
and also for the virus of influenza. Further studies on 
this subject demonstrated that it was possible to exert 
a decided effect on the content of pathogens in the air 
of hospital wards or barracks by the proper oiling of 
floors and bed linen. It would appear that the use 
of these methods for the environmental control of acute 
respiratory infections may be of considerable value in 
cutting down the incidence of cross and secondary infec- 
tions in hospital wards and in relatively closed institu- 
tions. 

The war focused the attention of those concerned with 
the prevention of disease onthe possibilities for develop- 
ing newer and more effective insecticides and rodenti- 
cides. It can be said without fear of contradiction that 
the development of dichlorodiphenyltrichloro-methy1- 
methane (DDT) as a personal and environmental 
insecticide represents one of the most important advances 
in preventive medicine during this century. Following 
the demonstration in the North African Theater of 
Operations by Dr. Fred L. Soper and his group of the 
value of DDT in a dusting powder for delousing native 
populations, the use of such a powder for delousing the 
population in Naples in the winter of 1943-1944 averted 
a major civilian outbreak of epidemic typhus in Italy. 
The application of the experience in mass dusting which 
was gained in Naples to the displaced persons and prison- 
ers of war in central Europe aiter V- day not only 
cut short existing epidemics of typhus among such indi- 
viduals but also prevented extensive outbreaks of the 
disease all over europe. The utilization of the residual 
ettects of DDT sprays has revolutionized practices for 
the control of flies, mosquitoes and moths in and about 
dwellings. The value of DDT in the elimination of 
mosquito larvae has been adequately demonstrated, and 
it seems not unlikely that as a result of this observation 
great progress may be made in the control of mosquito 
borne diseases. 

‘The story of the role of the rat in the spread of disease 
has been so well described by the late Dr. Zinsser in 
his book “Rats, Lice and History” that it needs no 
retelling. The rat, despite all methods so far devised 
for his extermination, has multiplied until he has become 
not only highly destructive all over the world but also 
a constant menace to health. It was not surprising, 
therefore, that research was initiated at the request of 
the armed forces for the purpose of finding more 
effective rodenticides. Asa result of investigations made 
during the past five years two effective agents which 
may in time supersede all others have been developed. 
‘These are alpha-naphthyl-thio-urea, which is called antu, 
and sodium fluoracetate, or LO8O. Both are highly toxic, 
stable and acceptable to rats, and antu 1s distinguished 
by the fact that in rodenticidal doses it is not toxic to 
most large animals or to human beings. Its effective- 
ness has been well established in a progressive campaign 
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of deratting which has been carried out in Baltimore for 
the past two years. 

Important advances were made during the war in 
our understanding of the principles of water sterilization. 
The investigations of Gordon Fair and his associates of 
Harvard University have done much to clarify the mode 
of action of chlorine in the disinfection of water. It 
is now generally believed that the major disinfecting 
action of chlorine compounds is more or less propor- 
tional to the amount of unionized hypochlorous acid 
which is released when these compounds are dissolved 
in water. Further researches demonstrated that, under 
the conditions such as frequently exist, chlorine com- 
pounds were not very satisfactory for the disinfection 
of water in canteens because the amount of chlorine 
required for sterilization rendered the water unpalatable. 
A search was made for compounds suitable for canteen 
disinfection, and it was found that certain of the tri- 
iodides were very effective. 

Many notable studies were conducted on the physio- 
logic adjustments which man would have to make in 
order to remain effective or even alive in the environ- 
ments in which he was placed. Oxygen masks have 
been developed which permit trained men to fly at 
substratosphere altitudes. Pressure suits which permit 
“pull-outs” in high speed dives and tight spirals have 
been developed. The study of “bends” and * bubble 
formation” has contributed much information which is 
valuable in the selection of certain types of flying per- 
sonnel, and the prevention of “bends” by preoxygenation. 
For the first time in our history the science of clothing 
has been developed, with the result that much is now 
known about the fundamentals of fabric and their ability 
to transfer heat and water vapor. Studies of the stresses 
which the human organism may stand in crash injuries 
have demonstrated that with proper cockpits or other 
sinular enclosed spaces the body may withstand crash 
injury in a degree considered impossible prior to the 
war. Notable studies were made on the factors which 
govern night vision, with the result that practical meth- 
ods were developed for improving night vision in special- 
ized personnel. I<xtensive studies were made on the 
behavior and acclimatization of man to high and low 
temperatures. Definite advances have been made in our 
knowledge of the metabolic changes which occur at 
extremes of temperature and of the steps which need 
to be taken to maintain human beings at an effective 
level under such altered environments. The studies on 
the determination of salt and water requirements under 
such conditions have been especially interesting. 

Certain advances in the tields of curative medicine 
were of signal importance. Of necessity the therapeutic 
developments in respect to penicillin are spotlighted. 
The clinical effectiveness of this antibiotic in the therapy 
of staphylococeic infections has been well established, and 
from the data now at hand one can say that the outlook 
for patients suffering from subacute bacterial endocardi- 
tis has been radically changed by the demonstration of 
the effectiveness of penicillin in this disease. Our con- 
cepts in respect to the treatment of gonorrhea have been 
revolutionized by penicillin therapy. Indeed, one can 
hope for the eventual practical elimination of this dis- 
ease. It would be possible (even though not at the 
moment probable). Most notable and at the same time 
surprising was the curative effect of penicillin in prac- 
tically all forms of human syphilis.'* While it 1s too 
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early to evaluate the eventual role of penicillin in the 
therapy of syphilis, it is fair to say that its use constitutes 
the greatest advance in this field since the demonstration 
by Ehrlich of the beneficial effects of arsphenamine. 
However, a note of caution must be interjected at this 
point, because for the time being the whole problem 
of the way to treat syphilis is in a ferment. Recently 
a leading syphilologist when asked “What is the best 
way to treat syphilis?” replied eae tartly “I knew 
definitely which was best until & p. m. 30 June 1943, 
but since then I do not know” (the dame reference being 
to his first knowledge of Mahoney’s results with peni- 
cillin in syphilis). The newer antibiotic streptomycin,’® 
while still in the developmental stage, shows definite 
promise of being a welcome addition for combating 
infectious diseases. 

The war enormously increased our knowledge of the 
advantages and shortcomings of quinacrine in the therapy 
of clinical malaria. Prior to 1942 little was known 
concerning the pharmacology of quinacrine, and hence 
therapy with this drug was entirely on an empirical 
basis. This was well evidenced by the mode of admin- 
istration of quinacrine in the treatment of malaria with 
quinine, quinacrine and plasmochin in which after two 
days of quinine therapy quinacrine in doses of 0.1 Gm. 
three times a day for five days was started. With what 
is now known concerning the rapidity of the excretion 
of quinine and of the plasmodiacidal Concentrations of 
quinacrine, it is clear that under this system of therapy 
the malarious patient was relatively undertreated for 
a period of about thirty-six hours after the exhibition 
of quinacrine. Fortunately the brilliant and rapid devel- 
opment of methods *° ‘ by which the pharmacology of 
quinacrine could be studied revolutionized the treat- 
ment of malaria with this drug and produced a rational 
method of treatment. Then it was possible for the first 
time to demonstrate that quinacrine was superior to 
quinine. It is also noteworthy that in the course of 
the investigations which have been alluded to before 
and which resulted in the discovery of the antimalarial 
properties of chloroquine, or 7-chloro-(4-diethylamino- 
1-methylbutylamino ) quinoline, it was found that this 
drug would cause ‘an abrupt termination of the clinical 
attack of vivax malaria” and would “cure falciparum 
malaria when administered for only one or two days.” 
Further, more recent investigations tend to show that 
a member of the 8-aminoquinoline group of compounds, 
SN 13276, may actually be curative in malaria caused 
by infection with P. vivax. Thus at the present time 
we have two drugs, quinacrine and chloroquin, which 
will cure malignant tertian malaria, and definite hopes 
that a curative agent for benign tertian malaria is just 
in the offing. 

Another interesting development during the war was 
the discovery of an antiarsenical, 2,3,dimercaptopronal,'® 
to which theyname BAL (British Anti-Lewisite) was 
given. This compound was demonstrated to be an active 
therapeutic agent against the local and systemic action 
of certain arsenical war gases and also was found to 
be of value in the treatment of certain types of arsenical 
poisonings which occur in civilian populations. It has 
been shown that the drug is efficacious in the treatment 
of patients suffering from arsenical dermatitis, arsenical 
encephalitis and patients who have received overdoses 
of oxophenarsine hydrochloride (mapharsen). It may 


THE WAR—LONG 987 
be of some value in treating the blood dyscrasias which 
may occur in the course of arsenical therapy. It is 
valueless in the treatment of alleged arsphenamine jaun- 
dice. Recent preliminary trials also seem to indicate 
that BAL will be of value in the treatment of mercurial 
poisonings. 

Momentous advances in surgical technics did not stem 
directly from the war, although a great deal was learned 
about the surgical management of patients. llowever, 
during the war definite advances were made in the 
surgery of certain types of congenital malformations of 
the heart and great vessels. Now patency of the ductus 
arteriosus can be cleared in the vast majority of cases. 
The “Maladie Blue” does not have the same hopeless 
outlook as the result of Blalock and Taussig’s '* work, 
and Craford in Sweden has demonstrated that coarcta- 
tion of the aorta can be corrected surgically. 

After recording the achievements of civilian investi- 
gators during the war, it must be stated that a great 
deal has been added to the sum total of medical knowl- 
edge by personnel of the medical and other corps of 
the armed forces. It was characteristic of the system of 
medical education which produced them that made medi- 
cal officers all over the world observe, contemplate and 
then record the various pheromena of disease. Many 
of these observations are still contained only in official 
reports, others are in the process of publication, and 
some will appear only in historical perspective. It can 
be said, however, that medical officers have contributed 
notably to the natural history of disease during the 
war. They have clarified the epidemiology, etiology and 
pathology of homologous serum jaundice and infectious 
hepatitis and have extended our knowledge of the clin- 
ical course of these diseases. They have contributed 
notably to the diagnosis, prevention and treatment of 
epidemic typhus. Medical officers have provided much 
that is new concerning the prevention, suppression, clin- 
ical course and treatment of malaria. The natural 
history of schistosomiasis, “scrub typhus” and filariasis 
and methods for the prevention and treatment of these 
diseases have been investigated by medical officers. 
Notable contributions have been made by them in the 
field of psychiatry. And, while carrying on these 
studies, medical officers attended the sick so efficiently 
that the overall fatality rate in admissions for illness 
was less than 0.1 per cent in World War II. This is to 
be compared with the fatality rate of 1.68 per cent for 
admissions for illness which was recorded in the first 
world war and a case fatality rate of 2.0 per cent for 
all illness occurring in the wehrmacht during this war 
through February 1944. 


UNFAVORABLE EFFECT ON MEDICAL OFFICERS 

It has been fairly easy to outline some of the advances 
which have been made in the medical sciences during 
the war because they represent specific and tangible 
additions to knowledge. It is much more difficult to 
assess definitely the impact of the war on the pro- 
fessional development of medical officers and on the 
education of medical students and doctors. It will be 
necessary in the consideration of this problem to discuss 
certain aspects of the practice of medicine in the Army. 

Three factors limited the type of medical practice 
encountered in the Army. These were the initial screen- 
ing of prospective patients, a process designed to elimi- 
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nate the unfit; the age group of the patients, and the 
high incidence of injury in patients admitted to army 
hospitals. The practice of medicine was mainly focused 
on diagnosis and treatment of acute infections, of psy- 
chogenic disturbances and of battle and other injuries. 
The ordinary neoplastic, degenerative and metabolic 
diseases and many of the common surgical diseases 
were rarely seen. An analysis of 17,305 patients who 
were admitted to the medical service of a general hos- 
pital in the North African and Mediterranean theaters 
shows that malignant disease accounted tor 0.07 per 
cent, blood dyscrasias for 0.08 per cent, metabolic dis- 
‘ases for 0.2 per cent, gastrointestinal diseases for 1.7 
per cent, cardiovascular diseases 3.1 per cent, arthritic 
conditions for 3.7 per cent, dermatoses for 10 per 
cent, infectious diseases for 26 per cent and neuro- 
psychiatric disturbances for 45 per cent of the admis- 
sions during a period of twenty-five months. This 
analysis demonstrates that during the course of a doc- 
tor’s tour in the armed forces, even though he was 
fortunate enough to be in contact with patients, his 
professional experience and development were generally 
limited as compared with that which he might have 
experienced in civilian life. On the otlfer hand, as a 
result of the global character of the war, many physicians 
in the armed forces became thoroughly conversant with 
malaria, the dysenteries, mifectious hepatitis, scrub 
typhus, schistosomiasis, kala azar, filariasis, dengue and 
sandtly fever, diseases which in their past experience 
had appeared as clinical rarities or textbook oddities. 
Surgeons became acquainted with myjuries of a type 
which they had never seen before and which, let us 
hope, they will never experience again. Medical ofheers 
became alert and at times, one might say, almost allergic 
to the possibility that psychogenic disturbances might 
be the basis for the patient’s complaints. ‘The practice 
of preventive medicine became a part of the daily rou- 
tine of thousands of medical offeers and for many was 
practically their sole approach to professional duties. 
‘Thus, for the period in which they served in the armed 
forces, medical officers, if in contact with patients, 
engaged in a type of practice which of necessity was 
specialized and which was not, with the exception. of 
their experiences in preventive medicine, infectious dis- 
eases, gross trauma and psychogenic disturbances, of a 
type which normally would serve to ft them for ervilran 
practice. 

The organization of the Army ts such that many 
medical officers had httle opportunity to enjoy prolonged 
professional contact with patients during the war. This 
was especially true for battalion and regimental medical 
officers and, under certain conditions, for flight surgeons. 
For these officers the epitome of medical practice was 
often the holding of sick call and, when conditions were 
especially propitious, the attendance on the minor sick 
“in quarters” or in aid stations. Practically their entire 
time and thought were devoted to the prevention of 
disease. Their contacts with other medical officers were 
occasional, medical literature in the form of regularly 
appearing journals did not reach them, and frequently 
eyen such advice and counsel as was contained in the 
professional circular letters of theater or army surgeons 
did not filter down to their echelon. The same was 
essentially true for the medical officers in_ collecting 
companies. In the clearing compamies of divisions and 
separate medical battalions, conditions were better. 


These units were better equipped for the practice of 
medicine, and during periods of relative inactivity or 
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of rest it was possible for clearing companies to hold 
most of the minor sick or injured from their divisions. 
This meant that the medical officers in these units had 
a nunor speaking acquaintance with the practice of 
medicine. 

It can be said that, as a rule, in hospitals of all types 
there was at one time or another a chance for the 
assigned medical officers to practice medicine or sur- 
gery. The term “one time or another” was used pur- 
posely because the professional training of many medical 
officers in hospital units was frequently not utilized for 
long periods of time when their units were in “training” 
or were “staging.” It is not within the scope of this 
presentation to discuss the wisdom of “training” pro- 
grams or the problems of “staging.” This subject has 
been mentioned only to show that, from the professional 
point of view, medical officers were often inactive and 
out of touch with patients. 

lt is recognized that from the educational point of 
view it is necessary for physicians to follow their patients 
from the beginning to the end of their illness if medical 
and surgical skill is to be developed. It is also true 
that interruptions of the course of treatment are not 
beneticial to patients. One of the great, though at times 
necessary, interferences in the practice of rational medi- 
cine or surgery in an overseas theater of operations 
during the war was the movement of patients from 
the front to the rear and from one hospital to another. 
‘This meant that, as far as the majority of patients were 
concerned, the medical officer responsible for initial 
definitive treatment never knew just what happened to 
his patients. This was especially true of battle casual- 
ties. Figures from the Fitth \rmy indicate that, during 
the campaigns in Italy during 1944, 78 per cent of the 
wounded were evacuated to the base section. Thus, 
surgeons in the auxiliary surgical groups and the field 
or evacuation hospitals who were responsible for the 
primary surgical therapy of these patients had _ little 
personal chance of knowing whether their initial deci- 
sions and actions in respect to therapy were correct. 
They generally received such information second hand 
from the base. ‘To a lesser degree this same state of 
affairs existed in respect to the sick, with the result 
that physicians knew little of the eventual disposition 
of many of their patients. 

Despite the difficulties which have been mentioned, 
the horizon of certain medical officers was enlarged by 
the war. lor the surgeon, experience in wound sur- 
gery (if not too long continued) was not only a 
traditional but also a vital phase of his total training. 
The early education of a surgeon is in character of an 
apprenticeship which may lead to a provincial and dog- 
matic point of view. The sharing and pooling of sur- 
gical experience and the contact with other schools of 
surgical thought which marked the practice of surgery 
in a properly supervised theater of operations exerted 
a broadening influence on the intellectual growth of sur- 
geons. ‘Lhe same was true for physicians, although in 
a lesser degree, because the practice of internal medicine 
is less subject to dogmatism and lends itself more to 
the standardization of its technics. The physician bene- 
fited from his exposure to exotic diseases, but his experi- 
ence with such diseases cannot be considered as being 
vital in his total development. 

It seems proper at this point to consider the fact 
that more than half of the practicing physicians in this 
country came under the prolonged control of admuinis- 
trators in the course of their service in the armed forces. 
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This experience came at a time when doctors in this 
country stood on the threshold of a social structure 
whose protagonists desired in one way or another to 
organize the medical profession into groups rather than 
to permit it to continue in its individualistic course. 
A prolonged experience in the armed forces, in which 
administration is definitely (and to be fair, necessarily ) 
in the saddle, can be expected to leave indelible imprints. 
This seems to be particularly true because the admin- 
istration embodied those undesirable attributes which 
are opposed in the peacetime practice of medicine. The 
reference is of course to those limitations in outlook and 
perspective which led to the tardy recognition of and 
inadequate concessions to professional needs. 

The impact of this experience with administrators 
may not be apparent at once, as this group of doctors 
is being dispersed and is at present inarticulate. Also 
this is essentially a junior group, and it is returning 
to a junior rank in the hierarchy of American medicine. 
The full effects of this experience and the nature of 
the lesson learned will be apparent only in the maturity 
of these individuals and in their group judgments and 
actions in the years to come. It may have been fortu- 
itous, as has been said, “for the profession, poised at 
the ‘crossroads,’ to have sent a large task force down 
the road where inefficient administrative control was 
rampant and three years later to have it rejoin the 
main force as seasoned (if disillusioned ) troops.” 


DEFICIENCY IN TOTAL MEDICAL EDUCATION 

The time is not ripe to state with any degree of 
finality what the impact of the war has been on the 
education of medical students in this country during 
the past four years. Hlowever, it seems possible at 
this time to discuss the eftects of the war on certain 
aspects of medical education, 

There can be little doubt that the faculties of the 
schools of medicine in this country were denuded by 
the armed forces. A survey of the teaching staff of 
the Johns Hopkins University Medical School in 1944- 
1945 shows that, roughly, 28 per cent of this staff were 
on leave of absence in the armed or other forces of the 
country. A further analysis shows that 35 per cent 
of the members of the “full time” or the semor teaching 
staffs were on leave of absence. In addition, seventeen 
of the members of the staff in the grades of professor 
or associate professor were on national committees or 
in consultant capacities having to do with the main- 
tenance of the health of the nation or of the armed 
forces. As most of these committees were active, it 
meant that much time had to be spent away from nor- 
mal academic duties. Then, on top of all this, the 
patient burden both in the Johns Hopkins Hospital and 
i private practice in Baltimore increased considerably 
during the war years. It is obvious from these state- 
ments that the net result was more to do, with fewer to 
do it. This situation was paralleled in all medical schools 
and hospitals in the country. It is impossible to evaluate 
the etfects of the program for the acceleration of pre- 
medical and medical education, because it was carried 
out during a period in which it was impossible to control 
those other factors which are involved in medical teach- 
ing. However, if previous concepts in medical education 
were correct, the decrease in the time spent in pre- 
medical preparation, and the lack of opportunity for 
individual research or contemplation which marked this 
program “in medical schools, were undesirable features. 
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The modern medical student finally fits himself for 
the practice of medicine during his period of residence 
on the house staff of a hospital. It would appear that 
our medical educational system has suffered most in 
respect to the training of interns and residents. To 
begin with, the majority of medical graduates, if physi- 
cally fit, during the war received but nine months of 
training and, at the most, twenty-seven months. While 
intern staffs were not too seriously depleted, there can 
be little doubt that assistant residencies and residencies 
were cut to the bone. This meant that a decidedly 
increased patient load was thrown on intern and resident 
staffs at a time when such staffs were least prepared 
to assume such a burden. The result was that the 
resident staffs of hospitals were primarily concerned 
with the technics of patient care and with the movement 
of patients through the hospitals, and there was little 
time left to them for the study and contemplation of 
their patients. This, coupled with the diminished num- 
ber of senior physicians who ordinarily counsel and 
teach the house staff, meant that the standards for the 
training of interns and residents fell appreciably during 
the war. It would seem that this failure in the training 
of interns and residents constitutes the most serious 
detect which developed in medical education during 
the war. Three classes of interns have graduated who 
have had but nine months of training and that under 
conditions which were distinctly substandard. In addi- 
tion, because of their age and physical fitness, it is more 
than likely that when these interns entered the armed 
forces their assignments were to posts of battalion sur- 
geon or their equivalent. It has been already shown 
that the opportunities for advancing a physician's pro- 
fessional education are distinctly limited in such a 
position. It is therefore quite clear that a heavy respon- 
sibility rests on the medical departments of both the 
Army and the Navy in respect to providing further 
hospital training for medical officers who have had but 
nine months of internship. [experience in the North 
African and Mediterranean theaters of operations deni 
onstrated beyond question that a period of twelve or 
more months of field service for medical officers pro- 
duced a type of professional stagnation for which months 
of rehabilitation in actual hospital work were required 
before the confidence and professional skill of medical 
officers returned. If this was the experience with medi- 
cal officers, of Whom many had had long years of train- 
ing, it is not dithcult to imagine what may happen in the 
group of medical officers who have had only nine to 
twelve months of hospital training, if they are removed 
from the practice of medicine for too long a time. It 
was demonstrated in the North African and Medtter- 
ranean theaters that it was possible to prevent the 
professional stagnation of medical officers by rotating 
them from the field to hospitals for duty. It is to be 
hoped for the future of medical practice in this country 
that the medical departments of the Army and Navy 
both at home and overseas contemplate a program of this 
tvpe for the temporary medical officers who will be in 
service for the next few vears. It must not be forgotten 
that just as great a responsibility for the professional 
rehabilitation of these medical officers rests on the civilian 
profession as on the medical departments of the armed 
forces. 

In closing, consideration must be given to the possible 
implications of the recent directive from the Procurement 
and Assignment Service which dealt with the recon- 
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version of the 9-9-9 program. The aims of this directive 
are to provide the armed forces (primarily the Army) 
with the needed numbers of physician replacements for 
1946, to increase the number of residencies which will 
be available for physician veterans and to lengthen the 
period of internships to the traditional twelve months. 
To accomplish these ends the directive makes all physi- 
cally fit nonveteran interns and residents lable for 
service in the armed forces by July 1, 1946. The imme- 
diate intent of this directive is admirable, but it is neces- 
sary to consider its possible effects on research and on 
the practice of medicine in the United States. The 
high standards of medical practice which have increas- 
ingly characterized American medicine during the past 
twenty-five vears were not achieved by chance. ‘They 
were the direct result of a calculated program for the 
continuous education of the young physician. The selec- 
tion of the bulk of the young medical men 1n this country 
for service in the armed forces interrupts this program 
and transfers these individuals to the relatively limited 
and often sterile fields of military medicine at a time in 
their careers when their seeds of productivity in medical 
research normally begin to sprout. It remains to be 
seen whether these seeds will maintain their vigor or 
will die in the barren soil in which, by necessity, they 
frequently must be sown. If their vigor is to be main- 
tained, these young men must be returned to the labora- 
tories and clinics of this country within a reasonable 
period. Otherwise the present standards of American 
medicine will be compromised. 


CONCLUSIONS 

1. It seems reasonable to conclude that research and 
the results achieved therefrom were greatly accelerated 
during the war in such specialized fields as preventive 
medicine, the treatment of infections, aviation medicine, 
the management of surgical and psychiatric emergencies 
and the control or elimination of insect pests. It would 
appear that research has languished in the fields of 
neoplastic disease, endocrinologic disturbances, metabolic 
diseases and degenerative diseases during the past five 
years. 

2. It is concluded, as far as the continuing profes- 
sional education of the medical officer was concerned, 
that the general effect of the war was unfavorable. 

3. The impact of a system of medical practice in which 
administrators were firmly in the saddle has undoubt- 
edly left its imprint on more than half of the active 
doctors in the United States. It is too early to predict 
what the final reactions of the doctors toward adminis- 
trative systems of medicine will be. 

4. While it cannot be stated that medical education 
was substandard during the war, it seems certain that 
the student’s total medical education before entering the 
armed forces has been deficient since 1943. 

The present policy of making all physically fit 
medical graduates liable for military service after the 
completion of a twelve months internship will endanger 
the existing standards of medical practice in this country 
if these young men are held too long in the services. 

A continuing program of professional rehabilita- 
tion must be provided for physician veterans. The 
medical departments of the Army and Navy and civilian 
medical saci and hospitals share a joint responsibility 
for the maintenance of this program. 
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In the course of exploring the possibility of employing 
crystallized bovine albumin (Colin) as a blood substitute, 
instances of delayed serum sickness characterized by 
myalgia, arthralgia, urticaria, petechial rash and fever 
occurring ten to twenty-one days after injection was 
noted in approximately & per cent of the patients 
injected. The usual therapeutic agents such as epineph- 
rine, ephedrine, codeine and calcium gluconate, although 
helpful in the mild cases, afforded no relief in the more 
severe reactions. The generalized myalgia and arthral- 
gia in some cases were especially severe, and it was 
primarily to relieve distressing pain that intravenous 
procaine was given. However, the subsidence of all 
the manifestations of serum sickness was a pleasant sur- 
prise and occurred with such frequency as to encourage 
its employment in all subsequent instances of serum 
sickness. 

l'urthermore, we have attempted to explore its utility 
in the management of other states of hypersensitivity. 
A series of preliminary reports have been made on these 
data in a series of progress reports to the National 
Research Council, Committee on Medical Research, 
Office of Scientific Research and Development. 


PREVIOUS EMPLOYMENT OF INJECTIONS OF PRO- 
CAINE DIRECTLY INTO TIE BLOOD STREAM 

Procaine was first synthetized by Eimhorn? in 1905. 
It soon became and has remained the most widely used 
of all local anesthetics. Although practically all studies 
are related to its use by local injection, still Bier * in 
1909 anesthetized limbs by injecting procaine into the 
veins after rendering the part bloodless and applying 
a tourniquet to prevent toxic doses of the drug from 
reaching the remainder of the body. Goyanes * in 1912 
anesthetized limbs in a similar fashion but injected the 
procaine into the artery instead of the vein. Lundy ® 
used procaine intravenously for the relief of intractable 
jaundice. He observed that 20 cc. of 0.1 per cent solu- 
tion was tolerated without difficulty and that relief from 
itching lasted for several hours after the injection. 
Leriche ® gave intravenous injections of procaine for a 
wide variety of vasomotor disturbances, including acro- 
cyanosis, Raynaud’s disease, chronic varicose ulcers, 
posttraumatic vasomotor disturbances and painful ampu- 
tation stumps, with good results. He believes that 
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procaine produces a widespread vasodilatation by the 
direct action on the endothelium of arterioles and capil- 
laries. Gordon? used procaine intravenously with satis- 
faction on human beings to abolish the pain associated 
with the dressing of large burned areas. Breton and 
Gedoux * found that in doses of 1 mg. per 10 Kg. of 
weight intravenous procaine was able to prevent and 
combat drug idiosyncrasies but failed to prevent or 
combat the manifestations of anaphylactic shock in 
animals and serum sickness in man. 


PITARMACOLOGY 


Procaine is an ester of beta diethyl amino ethanol with 


the formula 


unk 
Ms 


It is employed usually as a hydrochloride salt and 
in this form is a cry stalline powder, water soluble and 
thermostable. It is about one fourth as toxic as cocaine 
after intravenous or subcutaneous administration. — It 
is readily destroyed in the body primarily by the liver, 
but some also is excreted unchanged in the urine. Like 
cocaine it affects all living tissue cells, but its main 
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Minor reactions also occur characterized by stimu- 
lation of the central nervous system. However, in 
practically all instances epinephrine is injected subcuta- 
neously, and how many of these reactions might be 
attributable to the latter is not definitely known.” 


METHOD OF ADMINISTRATION 

One Gm. of procaine diluted with 500 cc. of isotonic 
solution of sodium chloride was given intravenously by 
the gravity drip method at a height of approximately 
4 feet above the bed level over a period of two hours. 
If given at a more rapid rate than this the patients 
often complained of flushing, dizziness and generalized 
numbness. All patients were carefully watched for 
signs of procaine sensitivity, and a syringe containing 
amytal for intravenous administration was available at 
the bedside to control any sensitivity symptoms should 
they arise. 

OBSERVATIONS 

In all, 27 patients were injected intravenously with- 
out any evidence of procaine reactions. Of this group 
16 were treated for serum sickness following the injec- 
tion of bovine albumin solution, 1 for an immediate 
anaphylactoid reaction following the administration of 
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Albumin Specific Nonspecifie Chronie 
Injection Serum Urticaria Urticaria Arthritis Asthma 
0 1 0 0 0 0 
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local action is on the nerve fibers, where it causes rapid 
attenuation and disappearance of nerve condition. 
Harvey ® has also shown a curare-like action of procaine 
in the myoneural function by reducing the amount of 
acetylcholine produced as well as depressing the acetyl- 
choline that is liberated. 

Like cocaine, but to a lesser degree, procaine has the 
property of potentiating the responses of sympathetically 
innervated organs to epinephrine, sympathin and_ to 
sympathetic nerve stimulation. 

In a review of the fatalities attending the use of local 
anesthesia, Mayer *?° found only two deaths attributable 
to procaine. In 1 case, that of a young man, 2% grains 
(0.16 Gm.) of procaine as a 0.5 per cent solution with 
Y= mg. of epinephrine had been injected locally about 
the tonsils. After the removal of one tonsil the patient 
suddenly collapsed and died. Autopsy revealed the pres- 
ence of status thymolymphaticus. The other patient, 
a boy aged 3 years with extensive burns, had a small 
amount of procaine (amount not stated) as a 0.5 per 
cent solution injected subcutaneously, and he suddenly 
developed cyanosis and convulsions and died. Whether 
the epinephrine 1 was given n also v Was not stated, 
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bovine albumin, 1 for serum sickness following the 
injection of antitetanus serum, 7 for urticaria due to 
known or unknown sensitizing agents and 1 each for 
chronic asthma and rheumatoid arthritis, 


DELAYED SERUM SICKNESS FOLLOWING INJECTION 
OF BOVINE ALBUMIN SOLUTIONS 


Of the 16 patients treated, 10 obtained immediate and 
complete relief after one or more injections of procaine. 
An additional 4 obtained only temporary or partial 
relief, and 2 were not benefited at all. 


REPORT OF CASES 

Case 1—M. E., a white youth aged 19 years, under treat- 
ment for repair of ulnar and median nerve injuries, received 
25 Gm. of bovine albumin solution ABCss (Cohn) on May 
18, 1944 without immediate reactions. On May 30 he developed 
headache, anorexia and cervical lymphadenopathy and on the 
following day a rash on his feet and legs. He was admitted 
to the University Hospitals on June 2, where examination 
revealed that he was seriously ill, with a temperature of 
102 F., a maculopapular rash on the feet and legs, and gen- 
eralized lymphadenopathy. On June 3 the rash extended to 
cover the abdomen, chest and upper extremities. On June 5 
the maculopapular rash disappeared from the feet, arms and 
abdomen, but a purpuric rash was noted over the back. He 
also developed a bloody diarrhea and a fall in blood pressure 
to 80/00 mm. of mercury, necessitating the transfusion of 500 cc. 
of blood. Under sy mptomatic treatment the patient gradually 
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improved, but the myalgia, arthralgia and fever persisted. He 
was given 1 Gm. of procaine in 500 cc. of saline solution 
intravenously on June 12 with complete and permanent relief 
of his residual symptoms. 

Case 2.—O. H., a white man aged 62 with carcinoma of 
the stomach, received 25 Gm. of bovine albumin solution ACB: 
on June 16, 1944 without immediate reactions. On July 8 
he developed arthralgia and a petechial rash on the chest, 
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Chart 1 (case 2).—Effect of procaine on fever associated with delayed 


serum sickness following injection of bovine albumin. 


abdomen and extremities. 
daily. 


The temperature ranged up to 104 F. 
On July & he received 1 Gm. of procaine in 500 ce. 
of saline solution intravenously in three hours, with complete 
subsidence of fever, rash and joint pains in twenty-four hours 
(chart 1). 

Case 3.—N. R., a white woman aged 61 with a roentgen ray 
burn of the sacrum, received 25 Gm. of bovine albumin solution 
ACBu on July 29, 1944 without immediate reactions. On 
August 4 she developed generalized urticaria, itching and a 
temperature of 102 F. On August 5 the temperature had 
returned to normal but the urticaria and intense itching per- 
sisted. On August 8&8 she received 1 Gm. of procaine in 500 
ec. of saline solution intravenously in approximately three 
hours, with complete and permanent relief of the rash and itching 
attending the completion of the administration of the procaine 
solution. 

Case 4.—A. A., a white man aged 70 with carcinoma of the 
scalp, received 25 Gm. of bovine albumin solution ACBs; on 
July 12, 1944 without immediate reactions. On August 5 
he developed petechiae about the ankles but no other manifesta- 
tions of delayed serum sickness such as arthralgia, myalgia, 
or adenopathy. ‘The temperature of 102 F. could well be 
explained on the basis of infection beneath the skin grafts on 
the scalp. On August 9 he was given 1 Gm. of procaine in 
500 cc. of saline solution without effect on the rash or fever. 
Precipitin tests on the patient’s serum by Dr. C. A. Janeway 
at Boston, however, indicated that the patient had delayed 
serum sickness. 

Case 5.—M. T., a white girl aged 18 years with residual 
empyema following lobectomy for bronchiectasis, received 25 Gm. 
of bovine albumin solution ACBy on Aug. 3, 1944 without 
immediate reactions. On August 15 she developed myalgia, 
arthralgia, chills and fever up to 102 F. The serum sickness 
lasted approximately two weeks. On August 23 she received 
1 Gm. of procaine in 500 cc. of saline solution intravenously 
with temporary relief of the pain in the joints, but subsequent 
injections of similar amounts of procaine on the 24th and 25th 
were without effect. 

Case 6—H. O., a white man aged 33 with healing second 
aml third degree burns of the face, received 25 Gm. of bovine 
albumin solution ACBs on Oct. 18, 1944 without immediate 
reactions. On November 6 he developed sore throat, arthralgia, 
nausea, vomiting and diffuse urticaria with itching. His daily 
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temperature ranged up to 102 F. On November 10 he was 
given 1 Gm. of procaine in 500 cc. of saline solution intra- 
venously, with subsidence of all signs and symptoms of delayed 
serum sickness. 

Case 7.—E. L., a white woman aged 44 with chronic chole- 
cystitis, received 25 Gm. of bovine albumin solution ACB, intra- 
venously on Dec. 22, 1944 without immediate reactions. On 
Jan. 9, 1945 she developed myalgia, arthralgia, general malaise, 
anorexia and a purpuric rash over both tibial regions. She 
was given 1 Gm. of procaine in 500 cc. of saline solution 
intravenously on January 17 and 18 with only partial and 
temporary relief of symptoms. 

Case 8.—P. M., a white woman aged 20 with acute appendi- 
citis, received 25 Gm. of bovine albumin ACByu on Jan. 2, 
1945 without immediate reactions. On January 17 she developed 
anorexia, joint pains and fever ranging up to 101 F. She 
was given 1 Gm. of procaine in 500 cc. of saline solution on 
the 19th and again on the 20th with temporary reliet of joint 
pains for several hours after each injection. The anorexia and 
fever, however, were not influenced by the procaine. 

Case 9—A. B., a white woman aged 64, who had sustained 
a supracondylar fracture of the left femur, received 25 Gm. 
of bovine albumin solution ACBy on Dee. 23, 1944 without imme- 
diate reactions. On Jan. 13, 1945-she developed myalgia, arthral- 
gia and fever ranging up to 101 F. She was given 1 Gm. of 
procaine in 500 ce. of saline solution on the 14th, with complete 
relief of symptoms. 

Case 10.—J. A., a white man aged 51 with squamous cell 
carcinoma of the left foot, received 25 Gm. of bovine albumin 
solution ACBau on Jan. 10, 1945 without immediate reactions. 
On January 30 he developed pain and swelling of the wrists, 
shoulders, knees and ankles. generalized urticaria and 
petechial rash also appeared. He received 1 Gm. of procaine 
in 500 cc. of saline solution, with prompt but temporary relief 
of the arthralgia. A second injection of procaine was given 
on January 31 with complete disappearance of joint pains and 
swelling. The rash, however, persisted for three more days 
and disappeared spontaneously. 

Case 11.—J. C., a white woman aged 49 with carcinoma of 
the right breast, received 25 Gm. of bovine albumin solution 
ACBy on Jan. 29, 1945 without immediate reactions. On 
February 14 she complained of generalized joint and muscle 
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Chart 2 (case 13).—Effect of procaine on fever associated with delayed 
serum sickness following injection of bovine albumin, 


pains accompanied by swelling of the right wrist and elbow. 
She was given 1 Gm. of procaine in 500 ce. of saline solution, 
with prompt and complete relief of symptoms. 

Case 12.—A. V., a white woman aged 46, who had sustained 
a simple fracture of the right tibia and fibula, received an 
injection of 25 Gm. of bovine albumin solution ACBu without 
immediate reactions. On February 20 she developed general- 
ized myalgia and arthralgia, and her temperature rose to 192 F, 
These signs and symptoms persisted for three days, and then 
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1 Gm. of procaine in 500 cc. of saline solution was given 
intravenously, with gratifying relief of myalgia and arthralgia 
at the completion of the procaine injection. Her temperature 
also subsided from 101.8 F. prior to the injection to 99.8 F. 
at the termination of its administration. 

Case 13.—O. W., a white man aged 59 with postoperative 
strangulated hernia, on Feb. 5, 1945 received 25 Gm. of bovine 


albumin solution ACBa without immediate reactions. On Feb- 
Deq.[Apr.15,1945 
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Chart 3 (case 15).—Effect of procaine on fever associated with delayed 
Serum sickness following injection of bovine albumin. 


ruary 10 he developed generalized joint pains, myalgia and fever 
ranging up to 102 F. He was given 1 Gm. of procaine in 
500 cc. of saline solution intravenously, with complete subsidence 
of signs and symptoms (chart 2). 

CasrE 14.—J. B., a white man aged 68 with Buerger’s disease 
of the lower extremities, received 25 Gm. of bovine albumin 
solution AMBs on Feb. 9, 1945 without immediate reactions. 
On March 8 he was readmitted to the hospital complaining 
of generalized myalgia, arthralgia, generalized petechial rash 
and fever ranging up to 102.2 F. He received 1 Gm. of procaine 
in 500 ce. of saline solution intravenously on the 9th and again 
on the 10th with temporary relief of symptoms for several 
hours following each injection. After a third injection on the 
llth he had no further recurrence of symptoms. 

Case 15.—A. M., a white man aged 59 with melanoma of the 
right heel, received an injection of 25 Gm. of bovine albumin solu- 
tion AMBs on March 23, 1945 without immediate reactions. On 
April 15 he developed generalized muscle pain and painful 
swelling of the wrists, elbows and shoulders. He received 1 Gm. 
of procaine in 500 cc. of saline solution on the 15th, with con- 
siderable relief from the myalgia and arthralgia. His tem- 
perature, however, remained elevated up to 102 I. The relief 
from joint and muscle pain was only temporary, and a second 
injection of procaine was given on the 16th, with temporary 
relief of joint and muscle pains and a fall of temperature 
from 102 F. to 98 F. Following a third injection of procaine 
on April 17 there was no further return of the myalgia and 
arthralgia, and the temperature remained within normal limits 
(chart 3). 

Case 16.—V. B., a white woman aged 40 with carcinoma 
of the colon, had develoned delayed serum sickness following 
the injection of bovine albumin solution on two previous occa- 
sions (on July 26, 1943, nineteen days following the injection of 
bovine albumin solution ACB and on April 30, 1944, five 
days after the injection of bovine albumin solution ACBz:). On 
Aug. 8, 1944 she developed an anaphylactoid immediate reaction 
of moderate severity after receiving 2.5 Gm. of bovine albumin 
solution ACBua. This was treated successfully by the intra- 
venous injection of procaine. She developed serum sickness 
a third time nineteen days after the injection of bovine albumin 
solution ACBu, but on this occasion it was milder than on 
the previous occasions, consisting of urticaria alone.  Intra- 
venous procaine on August 21 afforded complete relief from the 
wheals and itching. 
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IMMEDIATE ANAPIHYLACTOID REACTION FOLLOWING 
THE INJECTION OF BOVINE ALBUMIN 

One patient who developed an anaphylactoid reaction 
during the injection of bovine albumin solution was 
treated by means of intravenous procaine with satisfac- 
tory results. Because the procaine solution must be 
dripped slowly, it was one hour after the onset of symp- 
toms before relief was obtained. Obviously in the more 
severe type of immediate anaphylactoid reactions this 
response is not sufficiently rapid. lor these, epineph- 
rine still remains the drug of choice. 

Interestingly enough, this patient developed delayed 
serum sickness nineteen days aiter injection, but on 
this occasion it was definitely much less severe than on 
previous occasions. 


IMMEDIATE REACTIONS ATTENDING INTRAVENOUS 
INJECTION OF BOVINE ALBUMIN 

V. B., a white woman aged 40 with carcinoma of the colon, 
had developed delayed moderately severe serum sickness follow- 
ing the injection of bovine albumin solution on two previous 
occasions (on July 26, 1943, nineteen days following the injection 
of bovine albumin solution ACB», and on April 30, 1944, five 
days after the injection of bovine albumin solution ACB), 
On this occasion, on Aug. 8, 1944, she developed an immediate 
reaction consisting of dyspnea, generalized urticaria and itching 
after receiving 2.5 Gm. ot bovine albumin solution ACBu. She 
was then given 1 Gm. of procaine in 500 cc. of saline solution 
intravenously in two hours, with relief of symptoms within 
one hour after the procaine solution had been started. The 
patient again developed delayed serum sickness nineteen days 
after the injection of the bovine albumin solution ACBa, but 
on this occasion it was milder than on previous occasions, 
consisting of urticaria alone, and this subsided promptly and 
completely after 1 Gm. of procaine was given intravenously 
on August 21. 

SERUM SICKNESS FOLLOWING THE 

OF ANTITETANUS SERUM 

Because of the elective nature of the surgical prob- 
lems at the University Hospital, few acute emergency 
cases necessitating employment of antiserums have been 
available to us for study. The 1 patient whose clinical 
story is described in detail had a very gratifying result 
following the intravenous injection of cocaine, aiter 
the usual therapeutic agents had been used without 
benefit : 


Case Summary.—T. B., a white woman aged 22, a nurse, 
had -+received 1,500 units of antitetanus serum tive days prior to 
admission on June 1, 1945 for a contaminated laceration of the 
hand. She presented herself with the typical signs and symp- 
toms of serum sickness, i. e. urticaria, itching, painful edenopa- 
thy, myalgia and arthralgia. She was given 5 minims (0.3 cc.) 
of 1: 1,000 epinephrine hydrochloride every six hours for three 
days without relief. The patient at this time developed difficulty 
in breathing and swallowing, as well as edema of the eyelids, 
compelling hospitalization. In addition to epinephrine she was 
given codeine, amytal and ephedrine in repeated doses, without 
relief. On June 2, 1945 she received 1 Gm. of procaine in 
500 cc. of saline solution intravenously over a two hour period, 
with considerable improvement of all signs and symptoms imme- 
diately. After the solution had run in, some joint and muscle 
pains persisted, but the difficulty in swallowing and breathing 
had disappeared almost completely. The following day she 
was given 1 Gm. of procaine intravenously again, with complete 
subsidence of all signs and symptoms. She was checked again 
three weeks later and had had no recurrence of serum sickness. 


INJECTION 


URTICARIA 
Two cases of urticaria caused by known sensitizing 
agents both responded satisfactorily to intravenous pro- 
caine. In 1 patient, who had repeated attacks, an attempt 
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to provide prophylaxis by daily injections of procaine 
resulted in lengthening of the period between attacks. 
There was no apparent decrease in the effectiveness 
of procaine on repeated injections. 


Urticaria of Specific Etiology—H. M., a white woman aged 
32 who had recurrent bouts of generalized urticaria of three 
months’ duration, was shown by skin tests to be sensitive to 
shellfish, eggs, hops, figs, mulberry and kapok. On August 8, 
1944 she presented herself with generalized urticaria, for which 
she received 1 Gm. of procaine in 500 cc. of saline solution 
intravenously in about two hours, with subsidence of the itch 
while the solution was being given and disappearance of the 
wheals within two hours aiter the solution had run in. She 
was well until August 15, when she developed generalized 
urticaria once more and which again responded to procaine 
therapy. In an attempt to evaluate procaine as a prophylaxis 
against further attacks, she was given the drug on the 16th 
and the 17th and she had no further attacks of urticaria until 
September 11, when she developed urticaria and angioneurotic 
edema involving the face and arms. Procaine on this occasion 
also afforded prompt relief. The patient failed to return to 
the clinic for further check, and her subsequent clinical course 
could not be determined. 7 

M. C., a white woman aged 48, who developed generalized 
urticaria and itching following the ingestion of tomatoes on 
Aug. 22, 1944, on that date was given 1 Gm. of procaine in 
500 cc. of saline solution intravenously, with prompt disappear- 
ance of the itching and wheals. 


Urticarias of Nonspecific Origin.—Of the 5 patients 
with urticaria due to an unknown sensitizing agent, 
4 obtained temporary relief and 1 was not benefited 
at all. One patient (J. W.), who had _ particularly 
severe urticaria, for which the usual therapeutic agents 
had been given without relief, responded rather dra- 
matically to the intravenous injection of procaine, and 
repeated injections appeared to afford the patient longer 
periods of relief. Subsequent to a third injection of 
procaine he had no further urticaria for’a period of a 
month during which time it was possible to observe 
him. 

Urticarias of Nonspecific Etiology—D. S., a white woman 
aged 22, had recurrent bouts of urticaria for six vears. Skin 
tests failed to reveal any specific sensitizing agent. She was 
given 1 Gm. of procaine intravenously on Aug. 21, 22 and 23, 
1944 with temporary relief from the urticaria of approximately 
two hours’ duration on each occasion. 

O. C., a white man aged 34, had recurrent bouts of urticaria 
and itching at variable intervals for twelve years. Skin tests 
failed to reveal any specific sensitizing agent. On this occasion 
he received 1 Gm. of procaine intravenously on Aug. 22, 1944 
with prompt relief of itching and wheals. Subsequent check 
revealed that the patient continued to have recurrent attacks 
of urticaria with the same frequency and severity as before the 
procaine injection. 

B. D., a white man aged 36, who had recurrent bouts of 
urticaria and dermatographia of three years’ duration, was 
given 1 grain (0.06 Gm.) of procaine in 500 cc. of saline 
solution intravenously on Sept. 20, 21 and 22, 1944 with relief 
of symptoms for several hours only aiter completion of each 
injection. 

M. M., a white woman aged 30, had recurrent attacks of 
urticaria of five years’ duration. Skin tests failed to reveal any 
specific sensitizing agent. She was given 1 Gm. of procaine in 
500 cc. of saline solution intravenously on Sept. 15 and 16, 1944, 
without relief of symptoms. 

J. W., a white man aged 62, with Hodgkin’s disease, developed 
generalized urticaria of a severe degree on Aug. 5, 1944 for the 
first time. The offending sensitizing agent could not be deter- 
mined. ‘The usual therapeutic agents, such as epinephrine in 
oil, calcium gluconate and calamine lotion, failed to give the 
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patient any relief. On Aug. 8, 1944 he received 1 Gm. of pro- 
caine in 500 cc. of saline solution, which resulted in complete 
subsidence of the urticaria and itching for twelve hours. He was 
given procaine again on the 9th, when the urticaria reappeared 
and again it caused the wheals and itching to disappear. On this 
occasion he had no further difficulty for two days. On the 11th 
he was given procaine again and the urticaria disappeared once 
more. Subsequent check one month later revealed that the 
patient had had no further attacks of urticaria. 


MISCELLANEOUS CASES 


One patient with chronic asthma and 1 with rheuma- 
toid arthritis were given procaine intravenously without 
benefit. A third patient with status anginosus was 
much improved following injection of procaine. 


Chronic Asthma—B. C., a white woman aged 60 with 
repeated bouts of asthma for twenty years, was admitted during 
a moderately severe attack and given procaine intravenously 
on three consecutive days without relief. 

Rheumatoid Arthritis —F. C., a white man aged 52 who had 
chronic rheumatoid arthritis of fifteen years’ duration with 
considerable deformity and pain, was given an injection of 1 Gm. 
of procaine in 500 cc. of saline solution on Aug. 22, 1944, which 
afforded the patient no reliet. 

Status Anginosus.—E. E., a white woman aged 79, had 
severe repeated attacks of angina pectoris for a period of one 
year. Following the intravenous injection of procaine she was 
completely free from attacks for a period of approximately 
three weeks. 

COMMENT 

The lack of knowledge of the fundamental causes 
of anaphylaxis and serum sickness makes any attempt 
at explanation of the mode of action of procaine in 
combating their manifestations merely conjectural. 

The most widely accepted hypothesis ?* postulates that 
anaphylaxis and serum sickness are basically different 
manifestations of the same process, namely an antigen 
antibody reaction occurring on or in the body cells 
that have removed the antibody from the blood and in 
some way fixed it to themselves. This interaction 
results in cellular injury, with the liberation of toxic 
protein split products or possibly, as suggested by 
Dale and his colleagues, histamine or histamine-like 
substances. It is well known that the injection of 
histamine in guinea pigs produces a picture similar to 
but not identical with anaphylactic shock. As well as 
acting directly on tissue cells, these liberated substances 
may act on the vascular system both by direct injury 
to the capillaries or through stimulation of the nerve 
fibers to the terminal arterioles. 

The action of procaine may be explained in a number 
of ways: 

(a) Direct action on cells. Certainly the relief of 
myalgia and arthralgia can best be explained by the 
anesthetizing action of procaine on the nerve fiber carry- 
ing pain stimuli from the muscle and joints. 

Leriche® postulated a direct action of procaine on 
the endothelium of the arterioles and capillaries with 
widespread vasodilatation. We have checked the skin 
temperatures of the lower extremities in 4 persons 
without peripheral vascular disease and have found defi- 
nite evidences of vasodilatation in each instaice as 
evidenced by the increase in skin temperature of the 
lower extremities following the intravenous administra- 
tion of procaine. 


12. Zinsser, Hans, and Bayne-Jones, Stanhope: A Textbook of Bac- 
teriology, ed. 8, New York and London, D. Appleton-Century Company, 
1939, pp. 221-229, 
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(b) Anti-histamine action. Few data are available 
on this point. In dogs procaine is unable to inhibit the 
stimulus to gastric juice secretion of histamine.!* 

(c) Anti-acetylcholine action of procaine, as already 
stated. Harvey ® and his co-workers have shown that 
procaine not only depresses the response of the synapses 
of the sympathetic ganglions as well as terminal efferent 
nerve fibers to acetylcholine but also decreases the 
amount of acetylcholine liberated at these sites. Some 
of the manifestations of serum sickness, particularly 
the spreading flare about the wheals, are probably due 
to the liberation of acetylcholine at the nerve fiber 
endings at the terminal arterioles; and their disappear- 
ance after the injection of procaine might logically be 
explained on this anti-acetylcholine action. 

(d) Kpinephrine potentiating action of procaine. 
Although the amounts of epinephrine secreted in the 
body may not in themselves be sufficient to combat the 
manifestations of serum sickness, still the potentiation 
by procaine may be of sufficient degree to accelerate 
the rate of disappearance of these manifestations. 

It is indeed noteworthy that our findings attesting the 
value of procaine in the treatment of serum sickness are 
contrary to those of Breton and Gedoux,’ with whose 
work we were unfamiliar until the literature of the 
subject was reviewed in the preparation of this paper 
for publication. The explanation for this discrepancy 
possibly is to be accounted for in the differences of 
dosages of the drug used: they gave only 1 mg. per 
10 Kg., i. e. 7 mg. for a 70 Ke. person, whereas our 
patients received 0.9 to 1 Gm. over a two hour interval. 


SUMMARY AND CONCLUSIONS 
One Gm. of procaine diluted with 500 ce. of saline 
solution administered over a two hour period has been 
given to 27 patients without untoward reactions. 
Ten of the 16 patients with serum sickness following 
the injection of bovine albumin obtained complete relief 
and an additional 4 temporary relief after the intra- 
venous administration of procaine. Two were not 
benefited. 
The rather striking relief noted in the case of serum 
sickness following the use of tetanus antitoxin suggests 
that procaine may prove extremely useful in the man- 
agement of serum sickness attending the use of tetanus 
antitoxin. 
Six of 7 patients obtained relief from urticaria and 
other manifestations of hypersensitiveness whether the 
sensitizing agents were known or not. No patient, 
however, was cured of the sensitivity state. 
Procaine must be administered at too slow a rate to 
make its use feasible in severe immediate anaphylactoid 
reactions. [Epinephrine remains the drug of choice in 
such circumstances. 
One patient with chronic asthma and another with 
chronic deforming rheumatoid arthritis were not bene- 
fited by repeated procaine injections. 

The elevation of skin temperatures of the lower 
extremities in 4 patients and the excellent response of 
1] patient with status anginosus following the intrave- 
nous injection of procaine would suggest the possible 
use of procaine in conditions associated with vasospasm 
or Raynaud’s disease, Buerger’s disease, arteriosclerosis 
with superimposed vasospasm angina pectoris and 
thrombophlebitis. 

The exact mode of action of procaine in the treat- 
ment of serum sickness and sensitive states is not known, 


13. Baronofsky, I.: Personal cominunication to the authors. 


REPATRIATED PRISONERS—MORGAN ET AL. 


995 


HEALTH OF REPATRIATED PRISONERS 
WAR FROM THE FAR EAST 


BRIGADIER GENERAL HUGH J. 
United States Army 


COLONEL IRVING S. WRIGHT 
Medical Corps, Army of the United States 
and 


LIEUTENANT COLONEL ARIE van RAVENSWAAY 
Medical Corps, Army of the United States 


OF 


MORGAN 


On the completion of hostilities with Japan it was 
inevitable that a large number of allied prisoners of 
war would be released from Japanese prison camps. 
Approximately one third of these were American. ‘The 
period of captivity had ranged from three and one-half 
years toa few days. The conditions under which most 
of them had lived were those of starvation, filth and 
lack of suitable clothing, with periods of definite torture. 
Thousands died as a result of these hardships. It was 
believed that a careful health survey of those who 
survived might be of value in helping to determine 
the best future care for them, the possibility of the 
prevention of the spread of communicable conditions 
in their families and communities, and a better under- 
standing of the changes which take place in man after 
exposure to such living conditions. To achieve these 
objectives a board was established by the Surgeon Gen- 
eral for the purpose of conducting such a survey. The 
personnel consisted of Brig. Gen. Hugh J. Morgan, 
U.S. Army, president; Brig. Gen. Rex Mck. McDow- 
ell, U. S. Army; Brig. Gen. William C. Menninger, 
U. S. Army; Col. Walter A. Carlson, M. C.; Col. 
William P. Holbrook, M. C.; Lieut. Col. James T. 
MeGibony, M. C.; Major Gustave J. Dammin, M. C., 
and Capt. John S. Hunt, AM. C. 

Col. Irving S. Wright, M. C., was appointed as 
coordinator for this survey, and Lieut. Col. Arie C. 
van RKavenswaay, M. C., was appointed assistant coor- 
dinator representing the .\ir Surgeon, ‘Teains of special- 
ists' were assigned to three debarkation hospitals on 
the West Coast, namely Madigan General Hospital, 
Letterman General Hospital and Camp Haan Debarka- 
tion Hospital, and to Halloran General Hospital on the 
East Coast. ‘Teams were set up at Hamilton Field 
Debarkation Hospital and at Fairfield-Suisun Station 
Hospital, which were later consolidated with the team 
at Letterman General Hospital. A survey team was 
also established at Mitchel Field A. A. F. Regional 
Hospital. 

A total of 4,618 patients were surveyed. Of these, 
3,204 were surveved at Letterman General Hospital, 
886 at Madigan General Hospital and the remainder 
at the hospitals on the East Coast. No patients were 
surveyed at Camp Haan Debarkation Hospital. The 
team from that hospital was used to aid in the survey 


~at Madigan General Hospital. 


The survey began on Sept. 1, 1945 and was termi- 
nated Oct. 22, 1945. 
STATISTICAL ANALYSIS OF SURVEY RECORDS 
The findings resulting from the study of these patients 
were entered on master forms. ‘They were later trans- 
ferred to punch cards and subjected to machine statis- 


1. Specialists in internal medicine, neuropsychiatry, and 
clinical pathology were assigned, as were technicians. These teams sup- 
plemented the staffs of the general hospitals in which the survey was 
made. 
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tical analysis. The significant findings with their broader 
connotations are herewith presented : 

1. Nutrition—-The nutritional state of the released 
prisoners was of first importance. It was at first thought 
that a study of the weights, at the time of capture, the 
time of release and the time of the survey would give 
fairly accurate information in this regard. Such figures, 
while of interest, do not reveal the whole picture of 
what took place with these men for the following 
reasons 

(a) The weight at the time of capture frequently 
did not reveal the normal weight. Many of the troops 
captured in the Philippines had been on starvation diets 
and had sutfered from dysentery and malaria for many 
weeks before capture. Some had lost 30 to 50 pounds 
before capture. 

(>) The weight at time of release did not represent 
the lowest weight. Many of the prisoners reached 
their lowest weights within the first six months of 
imprisonment, while they were still in the Philippines 
or Formosa. When they were moved to Manchuria, 
many improved in nutrition aiter they received more 
soy bean flour. During the last month before release, 
inany gained weight as a result of food supplies dropped 
in the prison camps by bombers from the United States 
Army Air Forces. 


1.—Correlation of eights, Heights and Age Groups 


Extreme Loss 


Pounds in Group, 

Height SOC to 
Age Range, ‘Time Re euse, 
Group Inches Number Capture Release Survey Pounds 
19 - 72 1o4 11s 14s li4 to 110 

20 - 24 59 - 79 1,080 14 152 156 252 to 20 
25 - 29 - RQ 132 157 Iso to ll4 
30 - 54 73 103 131 1.6 to 110 
35 - 39 60-75 106 1335 157 to 
40 { So 14 150 200 to 139 
45 - 49 - 74 163 152 to 155 
W- Do 9-75 s7 los Lio 147 220 to 145 


(c) The weight at the time of the survey was subject 
to a varving imterpretation, depending on the length 
of time between the release of the prisoner and his 
examination. The first prisoners were flown across the 
Pacific and represented more nearly the picture at the 
time of release. Later groups had been receiving Ameri- 
can food and care for more than a month before reaching 
the survey line. It should be noted that the weight 
at the time of the survey frequently exceeded that 
recorded at the time of capture for reasons explained 
under paragraph a. With these qualifications the gen- 
eral trend of the weights charted against the heights 
and age groups is herewith presented in table 1. 

A very few prisoners actually gained weight between 
capture and release. ‘There were two explanations for 
this phenomenon: L[ither they were very ill at the 
time of capture and recovered or they were cooks or 
mess attendants and, hence, in a position to purloin 
food more easily than their fellow prisoners. The very 
narrow ranges of the average weights at the time of 
capture, release and survey are noteworthy. 

While the total weight of many of these patients 
at the time of the survey was equal to their former 
normal weight, examination with particular attention to 
their shoulder girdles and extremities indicated that 
their nutritional state as evidenced by muscular develop- 
ment was far below normal. The newly gained weight 
in these persons was largely contined to their protuberant 
abdomens, or so-called “rice bellies.” 
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It was obvious that the deficiencies from which these 
patients suffered were multiple. Therefore any attempt 
to classify the findings in the light of specific vitamin, 
protein or mineral deficiencies is fraught with definite 
hazards of misinterpretation or overinterpretation. It 
is considered wise, therefore, to be content with a listing 
of the lesions which may have been due to deficiency 
diets with their incidence in 4,618 prisoners surveyed 


‘(table 2). 


Additional correlation of the neurologic status as 
indicated by the relation between type of disease and 
incidence of physical findings is to be found in table 3. 


2.—Lesions Associated with Dietary Defictency in 
4,618 Repat 


Incidence 
I. Eye Lesions Number 
d. Conjunctival and seleral changes (eorrelation)......... 4 
e. Scleral and corneal changes 1 
II. Skin and Mouth Lesions 
b. Scleral changes and follicular hyperkeratosis.......... 1 
e. Conjunctival changes and follicular hyperkeratosis... 1 
ft. Petechial hemorrhages and purpura (correlation),.... l 
h. Petechia with gingivitis with bleeding (correlation)... v0 
i. Purpura with gingivitis with bleeding (correlation).... 0 
l. Pellagrous dermatitis and glossitis (correlation)........ 4 
hn. Pellagrous dermatitis with atrophy of papillae of 
p. Angular Gesures Gips and 
q. Cheilosis and angular fissures (correlation)............ 20 
r. Cheilosis and atrophy of papillae of tongue (correla- 
§. Pellagrous glossitis and atrophy of papillae of tongue 
HT. Edema and Cardiae Changes 
a. Edema (advanced and 465° 
Edema and large heart 6 
e. Edema and murmurs J 
LIV. Neuromuscular Changes 
ec. Weakness and absent knee jerks (correlation)......... 10 
e. Weakness and muscular tenderness (correlation)...... 21 
f. Absent knee jerks and muscular tenderness (correla- 


h. Absent knee jerks and loss of vibratory sense in legs 
i. Musele tenderness and loss of vibratory sense in legs 
(correlation) 


* This figure represents only a small proportion of those men who at 
some time during their imprisonment had definite edema, Further refer 
ence to this problem will be found elsewhere in this report. 


2. Blood Pressure.—The range of systolic and dias- 
tolic blood pressures was recorded and analyzed. No 
outstanding deviations from the normal expectancy were 
noted, 

LABORATORY FINDINGS 

1. General Statement.—The laboratory data obtained 
in this survey were undoubtedly modified to a consider- 
able degree by several factors. Most of the men had 
been liberated from prisons several weeks prior to their 
examination in this country. During this time they 
had received varying degrees of medical care. All had 
been given high caloric, high vitamin diets. Some had 
received whole blood and plasma transfusions as well 
as liver extract and vitamins parenterally. Many 
received chemotherapy for various reasons, and on 
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some of the ships the use of vermifuges was widespread. 
As a result of these essential measures there was a 
decided improvement in the physical well being of these 
men, with a concemitant diminution of abnormal hemato- 
logic, parasitologic, chemical and bacteriologic findings. 
One of the findings of interest was the fact that, with 
the exception of stool parasite studies, the laboratory 
data obtained from the prisoners tended more and more 
to approach normal as the survey progressed. 

2. Stool Examinations for Parasites—Throughout 
the whole study the proportion of prisoners found to 
be harboring intestinal parasites was “uniformly in the 
vicinity of 60 to 70 per cent, with many yielding from 
two to six different species of parasites (table 4). It 
is believed that this represents a very conservative 
figure, since (a) many had received vermifuge treat- 
ment and (>) only a single stool specimen was examined 
rather than the usual series of three or more stool 
examunations. 


It was found that these men were heavily seeded 
with ascaris and hookworm. On the other hand 
Total XxX 0 1 
Muscle 
Weakness 
to 
rvous 
No us hvolve- 
Neurologic Status Me n Report None ment 
Reported as “*None”’ (same as code 17 25 24 1 
1. No evidence of neurologic disorder.,,.. 3,849 2,884 ) 
Polyneuritis (all causes) minimal...... 3 4 23 
Polyneuritis Call causes) pronounced, 13 
4. Degenerative disease of the ce ntral 
5. Infectious diseases of central nervous 
system (other than 6 or 7)........... 1 
6. Eneephalitis (including chronic)....... 2 
s. Traumatic brain or spinal invelve- 
v. Traumatic peripheral nerve involve- 
Total (including no report)......... 4,618 1,027 2,915 39 
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that they had had malaria sometime during their impris- 
onment, Since most of these men had received little 
or no antimalarial therapy during their imprisonment, 
this adds considerable evidence to the belief that malaria 
will “burn itself out” without treatment over a period 
of from a few months to several years. 

A detailed study was carried out on 75 anemic 
patients to determine the types of anemia found and 
the relation of such anemias to the nutritional state 
of the patient. This study was carried out by Ist Lieut. 
George E. Cartwright, M. C. These men had been on 
a grossly inadequate diet consisting mainly of rice for 
an average of forty months. The average loss of weight 
was 37 pounds (17 Kg.). A history of nutritional 
deficiency as characterized by cheilosis, glossitis, stoma- 
titis, dermatitis and diarrhea was obtained in 30 to 
70 per cent. A history suggesting wet beriberi was 
obtained in 77 per cent, and a history of dry beriberi 
was obtained in about 50 per cent. Anemia was observed 
in 52 per cent of the first 1,500 released prisoners 
surveyed. The incidence of anemia diminished as suc- 


TABLE 3.—F urther Corre lati: on of the Neurologic Status 616 Re patriate d rican Prisoners be. War) 


2 3 4 5 6 7 8 9 
Musele Impair- 
and/or Dimin ment  Distur- Impaired 
Nerve ished of bances Pupillary 
Teuder- Muscle Tendon  Sensa- ot Reac- Ocular Optie 
ness Atrophy Retlexes tion Gait tions Palsies Atrophy 
1 2 
‘| 2 
36 400 2 13 42 
9 16 22 13 
1 4 7 4 . 3 16 
ae 3 2 1 1 
ws 1 1 ‘ 
1 1 4 1 " 1 1 
2 3 30 3 ee oe 
47 13 211 475 26 15 5 4 


should be noted that Endameba histolytica was found 
in approximately 7 per cent, a figure not significantly 
different from that expected in the population of certain 
areas of the United States. No carriers of Schistosoma 
japonicum in this series presented any physical signs 
of schistosomiasis. 

Stool Cultures for Enteric Pathogens —It was 
noted that the incidence of Shigella and Salmonella 
carriers tended to decrease as the survey progressed. 
Most carriers harboring these enteric pathogens tend to 
lose their micro-orgamisms within a period of one or 
two months after infection. The total number of car- 
riers of Shigella organisms was 80. The total number 
of carriers of Salmonella organisms was 108. All spe- 
cies of Shigella isolated are commonly found in the 
United States. 

4. Hematologic Examinations. — The hematologic 
examinations carried on in this survey were divided 
into routine examinations including the determination 
of hemoglobin and the eosinophil percentage. The range 
of these two findings is given in table 4. 

A study was made on the blood film for malarial 
plasmodia and filariae. The yield was extremely low 
for these parasites. Only five smears showed vivax, 
one showed falciparum and none wey filariae. Care- 
ful histories revealed, however, that 2,519 men believed 


cessive groups were examined, the obvious explanation 
being an increase in the length of time after release 
from the prison camps. Six weeks after the study was 
commenced anemia was found in only 35 per cent. 
Anemia as present in this group was macrocytic in 73 
per cent, normocytic in 23 per cent and microcytic in 
4 per cent. Differential counts were not remarkable 
except for frequent occurrence of an eosinophilia. Blood 
smears showed numerous macrocytes, anisocytosis, poly- 
chromatophilia and occasional nucleated red cells. 
Approximately half of the men = studied had normal 
serum iron and copper values. The other half were 
characterized by hypoferrenua and hypercupremia. The 
etiologic factors concerned in the production of these 
anemias were complex. They included severe nutri- 
tional deficiencies, intestinal parasitic infestations and 
other causes, including dysentery, malaria, blood loss 
and infections. 

Plasma Protein Levels —Plasma_ protein levels 
were studied in the first 1,190 patients received at 
Letterman General Hospital. Only 2 showed values 
outside of the range of 6.0 and 84 Gm. per hundred 
cubic centimeters. This study was therefore discon- 
tinued. 

Urinary Specimens.—Urinary 


specimens from 
3,400 patients were studied. 


The frequency of urinary 
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tract disease did not differ much from that expected 
in other male groups of comparable age distribution. 

7. Calcium and Phosphorus Blood Levels.—Deter- 
minations of the blood levels of calcium and phosphorus 
were carried out on 33 patients. These revealed no 
abnormalities. 

CLINICAL IMPRESSIONS 

It is clear that some of the most significant changes 
do not lend themselves to compilation on master forms 
and analysis by machine record devices. A summary 
of these general clinical impressions therefore will be 
given. Most of these patients were quite cheerful and 
cooperative; there was evidence of a detachment from 
reality ; absentmindedness was a common finding in the 
first groups which returned, but as later groups were 
analyzed a remarkable trend toward normalcy was 
noted. 

question which constantly recurred among the 
examiners was why this particular group survived. It 


Taste 4—Range of Hemoglobin and Eosinophils 


Hemoglobin, Gen. Number of Cases Per Cent of Total 


Less than 8.0 ] 


SOU to 0.3 

10.0 to 11.9 13 5.0 

12.0 to 13.9 1,146 25.8 

14.0 to 15.0 1,598 0.0 

16.0 or over 286 8.0 
3, 205 


Number of Cases 


Eosinophils, per Cent Per Cent of Total 


Less than 5 1,655 51.6 
5to Y Sao 27.6 
10 to 19 as 16.5 
to 28 9: 2.9 
30 or over 4 0.7 


5.—RKesults of Laboratory Examinations 


I. Parasites in the stools (3,608 examined) 
O43 
h. Amebas with ascaris 


was felt that in a sense this was a select group. Many 
factors doubtless played a part in survival. The factor 
of chance was important, since any man might have 
been on a torpedoed Japanese prison ship or slain in 
a fit of temper by some Japanese soldier. <A large 
percentage of these men had volunteered for military 
service prior to the onset of the war. These were 
seasoned soldiers—adjusted to being away from home 
and schooled in taking care of themselves under adverse 
conditions. When the prisoners were asked for their 
opinions in this regard many of them stated that their 
contréeres who had died when the going was difficult 
had in many instances “lacked the will to live.” The 
“will to live” is an intangible phrase. It is difficult 
to define, but the men who did not give up were char- 
acterized by some of the following qualifications. 

1. They had a never tailing hope of rescue. 

2. They were possessed of a high morale and courage. 

3. They were individuais who adjusted rather easily .o cifficult 
situations. 

4. They were nonaggressive or at least were able to control 
a tendency to pugnaciousness which, if allowed to evidence itself, 
frequently resulted in summar, death. 
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5. They were willing to eat anything, however disagreeable, 
if it might contain nutritional value. 

6. They were willing to secure food by any and all means. 
The stealing of food from the Japs became a highly specialized 
technic. In one camp at the time of release the prisoners had 
more than 2,000 pounds of beans hidden away in diverse places. 


Almost without exception, these patients had suffered 
from diarrhea at some time during their imprisonment. 
It was necessary to distinguish between diarrhea which 
most persons have from time to time in normal life 
and true dysentery consisting of prolonged periods of 
watery or bloody stools. Thirteen hundred and fifty- 
nine of the prisoners did have one or more attacks 
of diarrhea presumed to be true dysentery. 

Wet and dry beribert occurred with great frequency. 
Most of the prisoners developed wet beriberi first, fol- 
lowed by dry beriberi. The dry beribert was character- 
ized in some patients by extremely severe pains or 
sensitivity. For example, 1 patient who was able to 
endure Japanese torture methods with fortitude had 
hecome so sensitive as a result ef beribert that when 
another patient passed by the foot of his bed the jarring 
of the rather unsteady flooring caused him to cry out 
in pain, 

Beribert heart was encountered but in a high per- 
centage of victims resulted in death in the prison camps. 
I-xact statistics regarding this are not available. 

A most interesting observation was encountered in 
many prisoners, namely the development of widespread 
edema, particularly involving the lower extremities, 
which came on promptly after the receipt of American 
food. The explanation for this is not clear, but the 
following factors suggest themselves: In some instances 
this edema developed after a generous diet of American 
food which included more salt and fluid than the prison- 
ers had been accustomed to. In these instances it was 
believed that the salt influenced the retention of fluid 
with the development of edema. In other patients, how- 
ever, this edema arose before they had received a well 
balanced American diet. These men had received large 
amounts of candy, which they craved. One, for example, 
had obtained a box ef chocolate bars which was dropped 
near him in a prison camp. He ate more than forty 
bars of chocolate during the first day. He promptly 
became desperately ill with vomiting and diarrhea and 
within a few days developed a well defined edema for 
the first time since being captured. [ither the increased 
demand of carbohydrate metabolism for thiamine and 
perhaps other members of the vitamin B complex or 
the loss due to the vomiting and diarrhea may have 
been a severe enough drain on the depleted supplies 
stored in the patient’s body to produce an acute state 
of wet beriberi. 

Outbreaks of jaundice occurred in several Japanese 
prison camps. A moderately severe outbreak occurred 
at Cabanatuan in May, June and July of 1942. Other 
outbreaks occurred at Kawasaka, Moetsu and Omari. 
Characteristically the disease resembled infectiou, hepa- 
titis, with nausea, vomiting, malaise, fever and jaundice. 
Only 15 liberated prisoners showed evidence of jaundice 
at the time of the survey. It is of interest that in 
practically all cases the disease was limited to one month 
or less and most of the patients were ambulatory. Many 
continued manual labor. Several explanations suggest 
themselves: 

1. The etiologic agent may not have been as virulent as that 
encountered in the European theater. 

2. The diet, though low in calories, vitamins and proteins, 
was limited practically entirely to carbohydrates. This may 
have constituted a favorable diet for persons with this disease. 
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Five hundred and five men reported having had 
pneumonia. Qne hundred and one out of 3,742 checked 
showed evidence of active pulmonary tuberculosis on 
X-ray examination. ‘This is a high percentage of infec- 
tion and indicates that exposure of these prisoners to 
tuberculosis must have occurred frequently. 

Dermatologic observations were of interest. Not a 
single instance of lichenoid disease of the type now 
associated with atabrine therapy was found in_ this 
survey. Practically none of these patients had received 
any atabrine. Many had never heard of the drug. 
Pyogenic infections of the echthymatous type were fre- 
quent. Outbreaks of diphtheria, both skin and faucial, 
were common, and in certain camps deaths occurred 
from diphtheria. A scar not dissimilar from the scar 
of skin ulcers due to diphtheria was found to have been 
produced by the so-called “fire treatment” of Japanese 
doctors which was used not only on American prisoners 
but on their own troops. This consisted in applying 
a small pellet of sulfur to the skin and igniting it. An 
ulcer was produced which inevitably became infected. 
This form of treatment was applied in diverse parts of 
the body, depending on the disease being treated. 

curious combination of skin and mouth lesions was 
noted. Numerous patients gave a history of stomatitis 
associated with a dry scaly dermatitis of the scrotum. 
The incidence of this was believed to be greater than 
would be expected on a coincidental basis. The mouth 
lesions usually cleared up first after the patient received 
a well rounded diet. 

The psychiatric findings were summarized as follows: 
The appearance of the patients varied with the length 
of time of their imprisonment and the length of time 
between their release and their examination. Those 
examined within ten days of their release appeared 
somewhat dazed, moderately euphoric and somewhat 
childlike in their reactions. Some of them were very 
apprehensive about returning to their homes and fami- 
lies, feeling that they might not be able to stand the 
strain of returned civilian life with its responsibilities. 
Those who had been released for a longer time tended 
to approximate the normal more closely. The men 
who had been in prison for long periods showed more 
definite psychologic changes than those who had been 
in prison a short time even though the treatment of 
the latter might have been harsher, as in the case of 
certain B-29 crews who had come down in Japan. In 
general, the personality structure represented a mixture 
of superficial feeling of well-being and a feeling of 
insecurity. A feeling of hostility toward the Japanese 
was almost universal. lood had been the one great 
motivating factor in their lives during starvation periods. 
They worked and lived for food alone, and their dreams 
were mostly of food. During periods of severe starva- 
tion there was a decided loss of sexual interest. 
Thoughts and dreams of women disappeared from their 
lives, even in many cases thoughts of those whon. they 

really loved. Homosexuality became a negligible fac- 
tor. The few examples of it were to be found among 
kitchen and hospital help who were able to receive 
slightly better nourishment. In other words, as the 
primitive desires were lost the desire for food was the 
last one to be held. 

DENTAL SURVEY 

A detailed study of the dental “examination forms 
has not been completed at this time, but as far as this 
study has progressed no unusual pathologic conditions 
of the teeth were manifested. The number of carious 
teeth was less than that of the same age group living 
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under normal conditions, which might be accounted 
for by the low amount of sugars in their dietary 
regimen. X-rays of the maxillas did not disclose 
any excessive bone destruction, and the bony pattern 
was considered normal. 
COMMENT 

The foregoing has been an abstract of the findings 
from a health survey of 4,618 repatriated American 
prisoners of war from the Far East,’ with an analysis 
of the results of prolonged malnutrition and mistreat- 
ment and a discussion of the significance of these effects. 
Striking deviations from the normal include loss of 
weight, neurologic changes, a high incidence of pul- 
monary tuberculosis, muscular wasting, dermatologic 
mainfestations and psychologic changes. Significant 
laboratory findings include a high incidence of infestation 
with intestinal parasites, anemia, especially macrocytic, 
and eosinophilia. 


THE FENESTRATION OPERATION FOR 
OTOSCLEROSIS 


GEORGE E. SHAMBAUGH Jr., 
Chicago 


M.D. 


The fenestration operation for improving the hearing 
in otosclerosis rests on a very simple principle: the 
creation of a new window into the labyrinth to take 
the place of the oval window which has become occluded 
by the otosclerotic bone proliferation, 

The history of the fenestration operation is the story 
of the search for a method of making a labyrinthine 
fistula that will remain open. The essentially inter- 
national character of science is exemplified in this 
search. Passow in Germany in 1896 first made a new 
opening into the labyrinth in a case of otosclerosis, ee 
the hearing improvement lasted only a few days. Jen- 
kins in E ngland, Jarany in Vienna and Holmgren in 
Sweden successively attacked the problem, but invari- 
ably the hearing improvement was of brief duration as 
new bone formation closed the labyrinthine fistula within 
a few weeks or months. [ngstrom,' working with 
Holmgren in Sweden, carried out. extensive experi- 
ments on the monkey, but with every technic that was 
tried the fistula always closed. 

Sourdille * in France took up the problem between 
1924 and 1937 and finally elaborated a complicated 
three or four stage operative technic with which for 
the first time a labyrinthine fistula was made that 
remained open in some cases for more than five years 
with a sustained hearing improvement. Sourdille’s 

“tympanolabyrinthopexy” “consisted essentially in mak- 
ing a new window into the horizontal semicircular canal 
and in covering this window with a plastic skin flap 
continuous with the tympanic membrane. The vibra- 
tions of the tympanic membrane in response to sound 
waves were thus transmitted directly to the fluid within 
the labyrinth. The principle of the Sourdille operation 
has continued to be the principle of the fenestration 
operation to the present day. Sourdille’s procedure, 
however, failed to gain general acceptance because the 
several stages, each separated by months of convales- 
cence, mi ide the operation impracticable for the average 


2. The snitthae report of these oe will be published j in the 
General’s History of Worl 
Read before the National C niidhiels: Institute of Mexico, Mexico 


City, Dec. 11, 1945 
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patient. The electrical hearing aid and lip reading were 
sull the only recourse for the approximately 1 per cent 
of all white adults that develop progressive deafness 
due to otosclerosis. 

Meanwhile the problem of 
of hearing in otosclerosis was taken up im America 
by Lempert,’ who published his first report in 1938. 
Lempert combined Sourdille’s multiple stage procedure 
into a practical one stage operation which he named 
the fenestration operation. The critics predicted that 
the Lempert fenestration operation, like its predecessors, 
would fail as the result of bony closure of the laby- 
rinthine fistula. This prediction was partially borne 
out, as many of the early patients operated on by 
Lempert, myself and others lost their hearing improve- 
ments in the course of the first postoperative year, 

In January 1940 | reoperated on my first patient, 
who, first operated on in July 1938, had experienced 


the surgical restoration 


Name Case Date July 121938 Nam_Case / 
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April 13, 
Since with the technic then employed bone dust from 
the dental finishing burr inevitably collected in the 
perilymph space of the labyrinth, from which it could 
hardly be removed without damaging the extremely 
delicate membranous labyrinth, | devised a simple irri- 
gating apparatus to maintain a constant flow of sterile 
isotonic solution of sodium chloride across the bone 
during the creation of the fistula. Not only did the 
irrigating apparatus prove effective in washing away 
every particle of bone dust but it kept the operative 
field immaculately clean and free from blood, so that 
for the first time I was able to see clearly the mem- 
branous labyrinth floating in the perilymph of the 
horizontal semicircular canal. The use of a binocular 
dissecting microscope to take advantage of the improved 
visibility so as to make a more perfect fistula logically 
followed. Immediately the results of the operation 
were greatly improved, so that in December 1941 I4 
Date Aud. l/_1938_ Name Case # / 


— Sept. 1938_ 


test by Before Operation bleeks After Operation Operation 
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Fig. 1 (case 1).—Audiometric tests before and after fenestration operation: solid line, left ear; broken line, right operated ear. 
Nome Case # {date Jan /6 1940 Name Case Dete Wan /0 1942 Case Date Aug. 194 
Fest by Before Reoperation of RB. Testby Years After Reoperatyon Ttetby 5/2 Years After 
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FRE QUENCLES 
Fig. 2 (case 1).—Audiometric tests before and after reoperation. 


a definite hearing improvement amounting to a gain 
of 19 decibels for the speech frequencies. Six weeks 
after operation, however, his hearing began to recede, 
soon reaching the original preoperative level (fig. 1). 
At reoperation, when the skin flap was elevated from 
the bony horizontal semicircular canal the polished 
bone surface appeared unchanged but the fistula was 
completely occluded by a plug of new bone. This plug 
was carefully removed, the skin flap was replaced and 
the patient experienced a very satisfactory hearing 
improvement amounting to a gain of 27 decibels for the 
speech frequencies. ‘This hearing improvement has 
been maintained without loss for six years (fig. 2). 
The bony plug removed from the fistula in this first 
case had a coarsely granular appearance and consistency, 


suggesting that it had been formed from bone dust. 


3. Lempert, Julius: Improvement of Hearing in Cases of Otosclerosis: 
A New One Stage Surgical Technic, Arch. Otolaryng. 28:42 (July) 
1938. 


was able to report 8&8 per cent of patients operated on 
enjoyed hearing improvements six months or longer 
after operation, a higher percentage than had been 
reported heretofore by any previous technic. 

In 1941 Lempert described the “fenestra nov-ovalis,” 
in which the fistula is made anteriorly into the widened 
ampullated portion of the horizontal semicircular canal, 
permitting the creation of a larger fenestra. I have used 
the nov-ovalis operation combined with the constant 
irrigation and mucroscope technic ® in 822 consecutive 
operations during the past four years. 

These improvements in the fenestration operation 
have resulted in greater average hearing improvements 

$4, Shambaugh, 
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5. Lempert, Julius: 
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ina larger percentage of cases. The reports that have 
heen published, however, do not give sufficient data 
to permit one to reach any exact conclusions concerning 
the ultimate permanence of the hearing improvements 
aiter the fenestration operation, Either the reports of 
cases several years or more after operation are incom- 
plete and include only a selected few of the better 
results, or the reports of a consecutive series of cases 
are too recent to be regarded as permanent. 

The present experimental and clinical investigation 
was undertaken to determine as far as possible the 
permanence of the artificial fistula in the labyrinth 
created by the fenestration operation as it is now done. 

The experimental studies of labyrinthine fistula. have 
been carried out at Northwestern University during the 
past four years.’ Monkeys were used, because the 
far reaching similarity between the ears of man and 
of monkey should make the results applicable to the 
human being. By means of tiny instruments especially 
made for the fenestration operation on the monkey, it 
has been possible to duplicate in every essential detail 
the techme that | have used on the human being during 
this time. 


ob —Labyrinthine tistula is wide open in monkey one year and 
six days after operation by nov-ovalis jenna ation technic with constant 
irrigation and microscope. 


‘The irrigating apparatus and the microscope were 
found to be even more indispensable in making a perfect 
fistula in the monkey than in the human being. With 
this technic we have been successful for the first time 
in making a labyrinthine fistula in the experimental 
animal which has remained open with a positive fistula 
test longer than a year after operation (fig. 3). 

By killing the monkeys at different intervals after 
operation and examining the ears microscopically we 
are able to reconstruct what occurs in the human ear 
alter the fenestration operation. 

The first evidence of osteogenesis is seen on the fourth 
day after operation in a heaping up of osteoblasts along 
the periosteum of the mastoid air cells. By the end 
of the first week trabeculae of pink staining new bone 
begin to appear in the thickened mucosal lining of the 
mastoid air cells (fig. 4). At the fistula, however, new 
bone formation is definitely retarded and inhibited since 
it appears later and in considerably smaller amount 
than elsewhere. This new bone begins from the pert- 
osteal layer of the bony labyrinthine capsule (fig. 5) 
and tends to extend under the skin flap toward the 
fistula mouth, About the same time, that i is > about two 
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weeks after operation, new bone begins to spring from 
the endosteal layer of the capsule within the margins 
of the fistula, especially if the endosteum has been 
traumatized. By the end of the third week osteogenesis 


at the mouth of the fistula is very active in many ears 
from all 


with pale pink staining new bone growing 


4 
bone. 


at 


hig. in mastoid air cells of monkey one 
week after tenestratior 


three layers of the capsule but particularly from the 
periosteal and endosteal layers (fig. 6). About six 
weeks after Operation osteogenesis passes its peak of 
activity in most ears, while at four months it frequently 
appears to have slowed down almost to a stop with 
practically no pale pink new bone, and the healing 
et, at the fistula appear virtually completed 
(fig. 7 

Study of monkey operations carried out on 42 ears 
with various modifications of technic indicate that the 
following factors govern osteogenesis after the fenes- 
tration operation : 

1. Probably the most important single factor that 
permits us to make a fistula into the labyrinth that fre- 
quently remains open is the peculiarly sluggish response 
to trauma of the enchondral laver of the labyrinthine 


Skin flap ~ Fistula 


Fig. 5.—Beginning osteogenesis near the labyrinthine fistula of monkey 
ten days after tenestration. 


capsule. The enchondral bone of the labyrinthine cap- 
sule is unlike bone anywhere else in the adult skeleton. 
It may be recognized by its islands of ossified cartilage. 
Once formed by ossification of the primitive cartilagi- 
nous otic capsule during the fifth month of fetal life, 
it remains relatively unchanged and inert throughout 
the life of the individual. [Everywhere else in the body, 
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bone derived from fetal cartilage is later resorbed and 
replaced by periosteal bone. 

The sluggish response of enchondral bone to trauma 
has long been known to otologists, who have observed 
fractures through the labyrinth that remained unhealed 
except for fibrous tissue for many years. Our monkey 


| 


~Osteogenesis rapidly closing the fistula in monkey three weeks 


frig. 6. 
after fenestration. 


experiments have confirmed the fact that the enchondral 
layer responds less readily to trauma with new bone 
formation than does the thin inner endosteal layer of 
the capsule or the thick outer periosteal layer. 

With the fenestration technic that I now use, I take 
advantage of the relatively inert properties of the 
enchondral layer by exposing it as widely as possible 
beyond the margins of the fistula. In order to accom- 
plish this I reduce the superior bony wall of the fistula 
to a thin shell of enchondral bone, so that the completed 
fistula les on the top of a mound rather than at the 
bottom of a depression (fig. 8). 

The inhibiting effect of stratified squamous epithe- 
lium on osteogenesis is a major factor in maintaining 
a permanently open labyrinthine fistula. Otologists have 


og 


— Fistula 


~ 


Tabyrinth, 
Polished 


Surface of bone 


Fig. 7.- Osteogenesis 
open in monkey four 
osteogenesis from the 


and healing virtually completed and 
months after fenestration, Note the 
polished bone surface of the 


fistula wide 
absence of 
fistula margin, 


long been familiar with the permanence of spontaneous 
labyrinthine fistulas produced by cholesteatomes where 
stratified squamous epithelium lies against the bone, 
as contrasted to the temporary nature of fistulas pro- 
duced by other types of bone disease. Orthopedic 
surgeons recently have employed Thiersch grafts to 
line osteomyelitic cavities in bone after curettage of 
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the diseased bane, and they have remarked on the fact 
that such cavities lined by skin show no tendency what- 
ever to fill in with new bone, whereas with any other 
type of treatment the bony defect tends to fill in by 
osteogenesis. Our monkey studies clearly show the 
inhibiting effect of skin on new bone formation, and 
they show further that the closer the epithelium lies 
to the bone the greater its inhibiting effect, and there- 
fore the thinner the skin flap the better (fig. 8). 

3. The third major factor influencing osteogenesis 
is the presence of bone dust or bone chips. Orthopedic 
surgeons have long known that bone dust and fragments 
exert a powerful stimulus to osteogenesis. It has 
heen shown that this effect is chiefly chemical, so that 
the bone fragments need not be viable. The striking 
and immediate improvement in my results when the 
constant irrigating technic was introduced is attributable 
to its success in washing away every particle of bone 
dust (fig. 9). 

Complete removal of the endosteum over the mouth 
of the fistula is required to remove the particles of 
endosteal bone that remain adherent to it. This is best 
accomplished by the use of adequate magnification with 


‘Tase E 1.—Summary of Fistulas That Closed 


Total Fistulas Closed to Date 
Opera- 
Technie tions Number Percentage 
I. Original Lempert fenestration 
Il. Irrigating apparatus added... 30 7 23 
III. Irrigating apparatus and mi- 
IV. Noyv-ovalis operation with irri- 
gation and microseope........ 822 22 3 


2.—Time 


TABLE 


After That 


Total — 
Technie Closed 4 6 10 18 24 50 
er 4 1 2 1 és 
7 4 2 1 
3 3 4 l 2 1 
22 l 6 6 2 3 


the microscope in a field kept immaculately clean by 
the constant irrigating apparatus. 

4+. The endosteum, like periosteum, is a very thin 
layer of dense connective tissue closely applied to the 
inside of the bony labyrinth. Immediately beneath it 
lies the thin endosteal layer of the bony capsule. This 
endosteal bone reacts readily and promptly by osteo- 
genesis to any trauma thai interrupts the integrity of 
the endosteal membrane. Avoidance of instrumentation 
to the bony walls within the mouth of the fistula is 
essential to avoid injury to the endosteum. 

In the healing of bony defects any irregularities 
tend to be smoothed over by new bone formation ; 
leaving the bone surface smooth and polished eliminates 
this normal incentive to bone formation (fig. 7). 

6. The intact endolymphatic membranous labyrinth 
in the mouth of the fistula becomes closely adherent 
to the skin flap and acts to hold the mouth of the fistula 
open (figs. 7 and 8), 

The ideal fistula is covered by the thinnest possible 
skin flap closely adaerent to the bony margins, the 
enchondral bone of the capsule is widely exposed around 
the mouth of the fistula, the endosteum covering the 
mouth of the fistula with its adherent bone particles 
is completely removed and bone dust is prevented from 
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entering the perilymph space, and the endolymphatic 
labyrinth within the fistula remains ‘ntact (fig. 8). Our 
experimental studies indicate that no single one of these 
factors that inhibit osteogenesis is sufficient by itself 
to prevent closure, but attention to all of the factors will 
frequently result in a permanently open labyrinthine 
fistula in the monkey (fig. 3). 

For our clinical study of the permanence of the 
hearing improvements after the fenestration operation 
we have available the complete data on 930 consecutive 
fenestration operations carried out by me during the 
past seven and one-half years. There have been no 
fatalities, operative 01 postoperative. There were only 
two serious complications, consisting of postoperative 
facial nerve paralysis with only partial recovery a year 
after operation. 

It is generally agreed that in judging the results of 
treatment for deafness audiometric tests must be used. 
The preoperative hearing level is the average of three 
or four hearing tests taken on different days before 
operation. Since it is the patient’s ability to understand 
speech that we are mainly interested in, we average the 


TABLE 3.—“Almost Certainly” Permanent Results 
(Two Years er Longer) 


Tested Narrowed Improve- 
Total 2 Years Closure with ment 
Number , or More with Partial Fully 
of After Hearing Loss of Loss of Maintained, 
Opera- Opera- Never Improve- Iinprove 10 Decibels 
Technic * tions tion Improved nent ment or More 
1 15 15 3 Ss 4 0 
20% 53% 26% 
Il 30 20 1 vi 13 8 
3% 24% 415% 27% 
{Il 63 55 1 16 11 27 
2% 29% 20% 49% 
822 238+ 8 10 211 
4% 4% 4% 88% 


* Technic L. 
Technie IL. 


Original Lempert 
Original Lempert with irrigation 
Teehniec 111. Lempert operation with irrigation and microscope 
Teenie IV. Nov-ovalis with irrigation and microscope. 
+ Patients not included in this group were operated on more recently 
than two years ugo or did not return after two years for an audiogram, 


decibel loss for the three speech frequencies of 512, 
1,024 and 2,048 cycles as the “preoperative decibel loss 
for speech.” The postoperative result is expressed in 
terms of decibels gained or lost from the preoperative 
level for speech. To be significant this gain or loss 
must exceed the preoperative level by at least 10 deci- 
bels. The complete summarized data on every patient 
are kept on a “fenestration score board” which hangs 
in the Wesley Memorial Hospital in Chicago and which 
is available for all to see. L-very time a patient 1s 
retested, his audiometric data on the score board is 
brought up to date. Audiometric tests are made every. 
few months the first year after operation and at least 
once a year thereafter. 

In our clinical study of the permanence of the fistula 
we must differentiate between a fistula sufficiently wide 
open to permit the free passage of sound vibrations 
and a fistula which may still be partially patent with 
a positive fistula test but can no longer transmit sound, 
Of the 930 fenestration operations performed between 
July 1938 and December 1945, hearing improvement 
in 53 has been lost to date. Reoperation was carried 
out in 30, and in every instance the hearing loss was 
found to be due to new bone closing the fistula, although 
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the fistula test remained positive in some of these, 
because of a band of fibrous tissue extending through 
a tiny opening in the new bone from the skin flap to 
the membranous labyrinth. 

In some patients there has been a great initial hearing 
improvement followed after a few months by a partial 


Fistula 


lig. &8.—Ideal fenestra with no osteogenesis at the margins in monkey 
Six weeks after fenestration. Note the thin skin flap closely adherent to 
the margins of the fistula. There is complete absence of bone fragments. 
The fistula 1s situated at the top of a mound rather than at the bottom 
of a depression, 


recession, but not to the preoperative level. Reoperation 
in a few of these has revealed in each case an open 
but narrowed fistula. It is interesting to observe that 
the hearing in these cases tends to reach a level between 
the first and second year which is then continuously 
maintained as a moderate improvement, suggesting that 
active osteogenesis narrowing the mouth of the fistula 
has ceased after the second year. 

From these Observations we conclude that the func- 
tional patency of the fistula to sound can be judged 
by the hearing improvement as determined by audio- 
metric tests. 


Sag 
es Spicule ot New bone around 
dust Spicule 


Fig. 9.—Osteogenesis around a particle of bone dust narrowing the 
mouth of the fistula in a monkey three and one-half months after 
fenestration, 


In table 1 are analyzed all of my 930 consecutive 
fenestration operations from July 1938 to December 
1945 with respect to the functional patency of the fistula 
to sound. Observe the decreasing proportion of cases 
in which hearing improvement was lost as the result 
of bony closure of the fistula with each major improve- 
ment in technic. 
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In table 2 the 53 fenestras that c¢ 
according to the time after operation when the hearing 
reached the preoperative level, indicating complete tunc- 
Observe that, of the fistulas that closed, 
&2 per cent did so within one year aiter operation. A 


tional closure. 
few fistulas closed between the first 
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hearing improvement for more than one year after the 
operation is likely to retain it, while he who maintains 
his improvement for more than two years will almost 
certainly keep it permanently (fig. 10). 
osteogenesis tending to close 
postoperative 
Inactive 
second year. 


It means that 


fistula is less active 

is completely 
the end of the 
It means fins Uly that in 


lest by Before Operation ®. — Test by Years Months After Operaton judging the value of any new fenestra- 
128 256 $12 1024 2048 4096 8192 64 128 256 $12 1024 2048 4096 8192 tion technic. such as the cartilaginous 
4 | | ic, first deseribed a year 
ago and prematurely acclaimed a few 
| ers Digest, we must have the audio- 
40 metrig data on at least the one year 
x in a consecutive series of cases before 
we can know that the new technic rep- 
| | 46 resents an advantage over previous 
100 ! 100 
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technics. 
Of particular 
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interest are the five 


Date July Name Case /8/ May 21 949 results » 
ear results of the fenestration opera- 
lest by Before Operatcomn L. far Years /0 Months After Gperation 
128 2048 4098 2 tion that we are now secmg im con- 
T__1 | siderable numbers (fig. 11). is 
| | significant that the hearing after five 
10 | | | | i — years in all of these cases is the same 
0 | | | | 20 es — as at the end of two years after opera- 
| tion, affording further proof that osteo- 
40 40 . 
| | genesis tending to clase the fistula as 
a rule is no longer active two years 
70 7 | — after operation. 
In table 3 are summarized only the 
her | pe cases in which audiometric tests have 
one heen made two years or more aiter 
tome #197 Audit Name Case (97 date April 24 Operation and in which hearing results 
festty Before Operation Réar testy & Months After may be regarded as almost certainly 
64 128 256 512 1024 2048 4096 8192 128 256 $12 1024 2048 40% 8192 
permanent. In the technic used for the 
| | past four years, namely the Lempert 
| | “nov-ovalis” operation with the addi- 
a | 20 tion of the constant irrigating appara- 
x0 | 20 tus and the microscope, 92 per cent 
“0 | — “0 of the two year results show a perma- 
“ee ae | ent hearing improvement. Not al 
| | patients maintained their) maximum 
| «gain: 4+ per cent lost part, but not 
90 | | 90 Speech Gain +46 _ db. all, of their improvement, and the aver- 
109 age hearmg improvement for this 4 
ver cent is now 21.7 decibels. The 
Name Case G57 Date July 20 1943 Name _Case 3S Oct. 23_19 45_ f | QR | 
lestty Before Operation L.Ear testy __2 Years 3 Months After Operation averaze gain tor the Ss per cent that 
ts 128 256 512 1024 2048 4096 8192 128 256 512 1024 2048 4096 8192 


maintained their maximum hearing 


Fig. 10.—Almost certainly permanent hearing 


line, right ear. 
but only 


aiter operation. 


tion, 


1 fistula closed after two years. 
cent of fenestras that closed did so within two years 
This is of great significance and impor- 
tance in considering the permanence of the fistula and 
the hearing improvement after the fenestration opera- 
for it means that a patient who maintains his 


improvements two years or more 
tion by noy-ovalis technic with constant irrigation and microscope: 


Thus 98 per 


| wuprovement for more than two years 
ome is 28.9 decibels. 

10 _ For statistical purposes we classify 
a | the results of the fenestration operation 
according to the decibels gained, but 
this does not necessarily measure the 
‘9 ae practical value of the operation to the 
. patient. Thus a person with a hearing 
Glain #49dh loss before operation of 40 decibels will 
109 | experience a satisfactory result by a 


veneer mere 12 or 15 decibel gain, whereas 
persons with a greater preoperative 
loss will require a greater gain to 
regard the operation as worth while. 
Nor can we judge the operation solely by the postopera- 
tive level reached without reference to the preoperative 
loss, for some of our happiest and most satisfied patients 
are those with a preoperative loss of 80 or 85 decibles 
who by gaining 45 or 50 decibels now have a hearing 
level at 35 or 40 decibels loss. The exact value of the 
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operation to each patient is difficult to measure statis- 


tically, 
with different technics, 


appears to be the most practical measure. 
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Experimental and clinical studies of the permanence 


of the labyrinthine fistula after 
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tive vear all osteogenesis as a rule has ceased and an 


open 


fistula with a 


maintained hearing improvement 


may be regarded as almost certainly permanent. 
With the technic that I have employed during the 
past four years bony closures have been reduced to 


less than 5 per cent after two years. 


Thus the major 


cause for failure in the surgical improvement of hearing 
in otosclerosis has been largely overcome. 
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tion indicate that the osteogenesis tending to close the 
fistula is most active during the first few months after 
operation, after which the processes of healing approach 
completion and osteogenesis becomes less and less active. 
Most of the fistulas that will close do so within the 


first year after operation. 
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less the results of the fenestration operation still leave 
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desired. 


hearing in many cases 
to be regarded as normal by the patient and his friends. 
In some cases the hearing improvement is not suff- 
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cient to be of practical value. There are approximately 


5 per cent of patients whose hearing is never improved, 


is made worse or is even eritirely destroyed in the 
operated ear. For this reason the poorer hearing ear 
should be chosen for operation. The operation is not 
without risk: fatalities and serious complications have 
been reported. 

The prospective candidate for the fenestration opera- 
tion must first be carefully examined to determine his 
suitability for the procedure. He must be prepared to 
take the risks and the uncertainties of this purely elec- 
tive operation. He should also be prepared for the 
vertigo that always accompanies and follows operative 
opening of a semicircular canal. As a rule this dizziness 
promptly subsides, so that the patient is out of bed 
by the fourth day and walks out of the hospital on 
the eighth day after operation, but dizziness sufficient 
to be annoying sometimes persists for many months, 
the longest in my series being two and one-half years 
after operation. Finally, the technic of the fenestration 
operation is as painstaking and delicate as any surgical 
procedure done on the human being and can be acquired 
only by careful and extensive cadaver experience. 

CONCLUSIONS 

Experimental studies on the fenestration operation 
in the monkey indicate that the following factors govern 
osteogenesis tending to close the fistula: 

1. The sluggish response to trauma of the enchondral 
laver of the labyrinthine capsule. 

2. The inhibiting effect of stratified squamous epi- 
thelium on osteogenesis. 

3. The stimulating effect of bone dust and fragments 
on osteogenesis. 

4. The stimulating effect on osteogenesis of trauma 
to the endosteum within the labyrinth. 

5. The inhibiting effect on osteogenesis of a smooth 
polished bone surface. 

6. The tendency of the intact membranous labyrinth 
closely adherent to the skin flap to hold the mouth of 
the fistula open. 

By attention to all of the factors governing osteo- 
genesis, using the “nov-ovalis” fenestration technic with 
constant irrigation and the microscope, it has been 
possible for the first time to make a labyrinthine fistula 
in an experimental animal which has remained open 
for more than a year. With this technic the closures 
in the human patients have been reduced to less than 
5 per cent after two years. 

Clinical analysis of results in 930 consecutive fenes- 
tration operations over seven and one-half years indi- 
cates that osteogenesis tending to close the fistula is 
as a rule no longer active two years after operation. 

The two year hearing result of the fenestration opera- 
tion may be regarded as the permanent result. 

55 East Washington Street. 


Identification and the Postwar World.—There are three 
interrelated kinds of identification: (1) that of an individual 
with some other older and more important (or in some other 
way envied and preferred) person whom the individual in ques- 
tion wants to be like, (2) that of an individual with some whole 
group which he wants “to love” and “to be loved by,” and 
finally (3) that of an individual with a cause proclaimed by 
a group.—Tolman, Edward Chace: Identification and the Post- 
war World, in Twentieth Century Psychology, New York, 
Philosophical Library, 1940. 
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BRONCHOGENIC CARCINOMA 
Diagnosis by Cytologic Study of Bronchoscopically Removed Secretions 
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Although the technic in thoracic surgery has been 
perfected to such a degree that at present there is no 
more risk in performing a thoracotomy than there is in 
performing a laparotomy, the death rate from carcinoma 
of the lung is still appallingly high. It appears that the 
two most important factors responsible for the decrease 
in curability are the tardiness on the part of the patient 
in consulting a physician and the delay on the part of 
the physician in arriving at a correct diagnosis. The 
former can be decreased only by a more widespread and 
effective education of the general public to increase the 
awareness of the gravity of any persistent pulmonary 
signs and symptoms and by mass periodic roentgen 
surveys of the lungs. The latter can be reduced by 
increasing the acuity of the already well established 
diagnostic procedures or by devising new methods that 
will aid in making an early diagnosis. 

The generally accepted present day methods of diag- 
nosing pulmonary carcinoma consist in a consideration 
of the signs and symptoms, roentgenography, bron- 
chography, bronchoscopy and microscopic study of 
tissue obtained endoscopically, at thoracotomy or by . 
direct aspiration of the tumor through the chest wall. 
Unfortunately significant signs and symptoms are often 
not present until late in the disease. Roentgenography 
and bronchography are of great value in making an 
outright diagnosis when the process is well established 
and are useful in picking up initial infiltrations but often 
are of questionable aid in distinguishing early carci- 
noma from noncancerous pulmonary lesions. Bronchos- 
copy is undoubtedly the best single procedure tor 
diagnosing lesions present in the trachea, main bronchi 
or their immediate subdivisions but is of little positive 
value in diagnosing the more peripheral neoplasms. By 
this method hilar tumors can be directly visualized and 
a portion removed for microscopic study, or, if no endo- 
bronchial neoplasm is seen, the fixation of the bronchus 
and surrounding structures offers indirect evidence of 
the cancer. In either case, however, although a correct 
diagnosis can be thus established, the lesion has only 
too often infiltrated such vital structures that successful 
surgical extirpation is impossible. The only diagnostic 
procedure, perhaps, that approaches infallibility is the 
microscopic study of removed tissue. But this too can 
oiten be accomplished only when the cancer has pro- 
gressed beyond the stage of curability. This is certainly 
true of most cases in which tissue can be removed 
endoscopically and is likewise true of the cases in which 
it can be obtained at thoracotomy, for the latter can be 
accomplished with impunity only when the growth has 
reached the pleura or mediastinal nodes. Aspiration 
biopsy, while enthusiastically advocated by some work- 
ers,' is condemned by others.’ If an unequivocal diag- 
nosis of carcinoma cannot be made preoperatively, who 
can say at the time of thoracotomy a small, centrally 
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placed intrapulmonary lesion (the only stage at which 
a pulmonary cancer can be cured) is a carcinoma, 
unresolved or organized pneumonia, an abscess or an 
anthracotic or silicotic nodule? It appears, therefore, 
that any innocuous procedure that will aid in establish- 
ing an early definitive diagnosis, particularly in the 
tumors located at the periphery or in the upper lobes, 
would be of great value in reducing the present high 
mortality rate. It has been our experience that exami- 
nation of bronchial secretion for cancer cells offers such 
an opportunity. At least, we have found this procedure 
encouraging enough to continue its use, and we hope 
that it will receive a thorough trial in other clinics. 
Sporadic reports of examination of sputum for can- 
cer cells appeared in medical literature as early as the 
last century.* At present, apparently, this method is 
used with considerable success in countries other than 
our own. Thus in England‘ positive diagnoses are 
reported in as high as 68 per cent of cases of broncho- 
genic carcinoma, in Russia * 70 per cent, in Denmark ° 
86 per cent and equally enthusiastic reports have been 
published in Latin American literature.* Although this 
method has been tried in the United States, it has not 
been very popular or considered of much value, as 
witnessed by the following statements: ‘Only excep- 
tionally may the diagnosis be made from a study of the 
cytology of the sputum.”* “The pathologist may on 
rare occasions make a diagnosis from fragments of 
tumor discovered in the sputum.” * “Rarely portions of 
growth are expectorated and can be submitted to micros- 
copy.” ® “Little valuable information was obtained.” '° 
“With exception of the 2 cases (in a series of 175) 
just mentioned there has been no case in which the 
examination of the sputum has revealed tumor cells.”’ ? 
“Sometimes fragments of tumor tissue acceptable for 
diagnostic purposes are obtained by bronchial aspira- 
tion.” '? “It has been of value in a few of our cases.” * 
The finding of tubercle bacilli in bronchial secretions 
of many cases in our clinic when they could not be 
found in the sputum, the frequency with which cancer 
cells are found in histologic sections of the bronchioles 
and bronchi in both primary '* and secondary '* pul- 
monary carcinoma, the encouraging reports of the pres- 
ence of cancer cells in sputum just referred to and the 
excellent results obtained by examining vaginal smears 
for cancer cells in carcinoma of the cervix and uterus * 
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led us to examine bronchial secretions for tumor cells. 
We chose bronchial secretion rather than sputum, for 
while the advantage of the latter method over the former 
lies solely in the ease with which the respective material 
is obtained this precedence loses its importance when, 
as will be seen subsequently, the results of the two 
methods are compared. Sputum is more dilute than are 
bronchial secretions, and so the chances of finding 
cancer cells are considerably diminished. Furthermore, 
expectoration of sputum does not occur until late in the 
disease, at which time a diagnosis can be easily %? 
by other means. Bronchoscopy, on the other hand, i 
performed routinely in all modern clinics in every case 
of suspected pulmonary carcinoma. If during this pro- 
cedure the trachea and bronchi are filled with secretions 
these can be aspirated and discarded and only those 
secretions which come from the region of the suspected 
tumor sent to the laboratory for examination. This 
material is more likely to contain cancer cells than are 
the more dilute secretions found in the trachea and the 
even more dilute sputum. Furthermore, in those cases 
in which there is no expectoration of sputum there is 
usually some secretion in the trachea and bronchi which 
can be aspirated during bronchoscopy and sent to the 
laboratory for study. For these reasons we believe that 
examination of bronchial secretions for neoplastic cells 
is superior to examination of sputum. 


MATERIAL AND METHOD 

Initially bronchial secretions were obtained from 
several cadavers of persons known to have had broncho- 
genic carcinoma prior to autopsy. The sternum and 
heart were removed in the usual manner; all the blood 
and serum were carefully mopped away, and the trachea 
and bronchi were exposed in situ without any undue 
manipulation and with care that the incisions were not 
carried through tumor tissue. The exact location of the 
primary tumor having been told beforehand, the secre- 
tions just proximal to this site were aspirated without 
touching the mucosa or the tumor. Then a small por- 
tion of the solid tumor was removed from which both 
histologic sections and smears were made, the latter 
being stained simultaneously with smears of the bron- 
chial secretions. 

After several such cases were studied and we were 
familiar with the appearance of cancer cells in smears, 
we studied secretions obtained at bronchoscopy from a 
variety of inflammatory pulmonary lesions and from 
patients suspected of having bronchogenic carcinoma. 
In the latter groups, as already indicated, when the 
trachea and bronchi contained an abundant amount of 
secretion this was first aspirated and discarded and 
only that sent to the laboratory which came from the 
region of the suspected tumor. When the secretions 
were scanty, everything that could be obtained by aspi- 
ration was saved. In cases in which a tumor was 
visualized endoscopically it was made certain that the 
neoplasm was not traumatized with the bronchoscope 
in order that only spontaneously sloughed material 
might be examined. The aspirator was washed with a 
small quantity of saline solution only when the amount 
of secretion was too scanty to reach the collector. As 
soon as the material was obtained it was sent to the 
laboratory, where smears were made immediately and, 
while still wet, were fixed in equal parts of 95 per cent 
alcohol and ether and stained by the Papanicolaou 
technic."* 
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When the amount of material obtained was small, all 
was removed from the collector and smeared, but when 
the amount was greater than could be utilized it was 
first poured into a petri dish, placed on a black back- 
ground and only those portions that resembled bits of 
sloughed tissue, or that were streaked with blood, were 


Fig. l.—Smear of secretions removed endoscopically trom a proved 
case of carcinoma showing four large pieces of tumor in squamous cell 
formation, The cells stain from pink to orange. Papanicolaou stain 
100. 


smeared. All sputums secured from patients with posi- 
tive bronchial smears were treated in the latter manner. 
At first thick smears were made, but it soon became 
apparent that thinner ones were more valuable, for in 
these all cells could be adequately studied. In prepar- 
ing the smears the material was placed in the center 
of the slide and gently crushed with another slide, care 
being taken that any granules which may have been 
present did not escape peripherally. At first one or 
two smears were made from each specimen, but because 
of the inequality of the distribution of cancéer cells an 


—A group of neoplastic ae in squamous formation removed 
from another case o oved bronchogenic carcinoma. 
cells are more compact and the —— are more irregular and relatively 
smaller than are those of noncancerous intermediary yo shown in 
figure 12. The cytoplasm of the cells illustrated in figure 2 stains neg 
to orange, whereas that in figure 12 stains a bluish green 
Papanicolaou stain Xx 4 


arbitrary figure of five smears from each secretion was 
later adopted, and in a few instances as many as fifteen 
sinears were prepared. Every portion of each slide was 
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methodically examined and an unbiased objective report 
was submitted, usually on the same day the specimen 
was received, without any knowledge of the clinical 
findings except of course on cases studied at post- 
mortem. 
RESULTS 

There were ‘a total of 106 separate examinations in 
83 different cases. Of the 106 specimens submitted 
7 were sputums and 99 were bronchial secretions. 
Initially in the entire group of 83 cases there were 
23 cases in which cancer was not suspected and which 
consisted of bronchiectasis, bronchitis and asthma. 
These were used deliberately .as controls in order to 
become acquainted with the various cells seen in differ- 
ent pathologic processes. To this group were added 
18 other cases in which clinical data were merely sug- 
gestive of carcinoma but which later proved to be non- 
cancerous. There were 42 cases with sufficient clinical 
evidence to be seriously considered as carcinoma, and 
of this group 38 were subsequently proved to be cancer 
by obtaining tissue bronchoscopically, at thoracotomy, 
at biopsy of metastatic nodules, at necropsy or by death 


case of 
bronchogenic carcinoma showing a mass of irregular squamous epithelium 


Fig. 3.—Section of tissue removed endoscopically from a 


~ — there is abundant pearl formation. Hematoxylin and eosin 


with obvious metastasis. In the entire group of 38 cases 
secretions were positive for cancer cells in 30 cases, 
or 79 per cent. In 8 of these 38 cases bronchial secre- 
tions were obtained at postmortem only, and in 30 cases 
they were obtained bronchoscopically during life. In 
this group of 30 cases cancer cells were present in the 
secretions of 22, or 73 per cent, while in the same group 
of cases a histologic diagnosis of carcinoma was made 
from tissue removed endoscopically in 11 cases, or 
36 per cent. There were, however, 7 other cases in 
which there was fixation of a bronchus and surrounding 
tissue, making a total of 18 cases, or 60 per cent, in 
which there was a positive bronchoscopic examination. 
Cancer cells were present in the secretions in all cases 
but 1 in which tissue could be removed endoscopically, 
and the failure in this case rests entirely with the technic, 
since it was one of the first examined. All cases except 
2 in which a positive bronchoscopic examination was 
made but in which tissue could not be obtained endo- 
scopically showed cancer cells in bronchial secretions. 
In 1 of these the amount of secretion submitted for 
examination was inadequate and in the other the flora 
was that of carcinoma but definite tumor cells could not 
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be found. There were thus 7 cases in which bronchos- 
copy was entirely negative and in which neoplastic 
cells were found in the bronchial secretions. Seven 
examinations of sputum were performed in 5 cases with 
positive bronchial secretions, and in only 1 of these 
7 specimens were cancer cells demonstrated. Although 
it is hardly permissible to speak of percentages when 
the entire series of cases is as yet so small, we have 
nevertheless included them because they do show the 
trend and we are confident that as our experience 
increases the figures will be even better. 


PATHOLOGY 

Macroscopic.—It is of course common knowledge 
that the appearance and consistency of bronchial secre- 
tions vary with the nature of the underlying disease 
process. In all our cases in which cancer cells were 
found the secretions were, however, quite characteristic 
although not necessarily pathognomonic. The amount 
varied from a few drops to 4 cc. The color ranged 
from gray and watery to somewhat creamy and opaque, 
but invariably it was either streaked with or diffusely 
mixed with bright red, pink or dark brown partially 


Fig. 4.—Smear of bronchial secretions from the same case shown in 
figure 3 illustrating epithelial cells in pearl formation. Papanicolaou 


Stain X 


disintegrated blood. It was always tenacious and 
adhered closely to the side of the collector and glass 
slide. Sometimes it was heavy, but at other times it 
contained bubbles of air or was even somewhat frothy. 
In only 1 instance out of the entire 38 positive exami- 
nations was there perceptible a tiny granule less than 
1 mm. in diameter which when crushed was found 
to consist of cancer tissue. It should be noted, however, 
that blood tinged secretions are not always indicative of 
cancer, for in this series there were several such speci- 
mens in which neoplastic cells could not be found. 
Microscopic—Noncancerous Flora: It is almost 
superfluous to mention that one must first become thor- 
oughly familiar with the noncancerous elements in 
bronchial secretions. Since all patients undergoing 
bronchoscopy have some pulmonary disease, one can 
always expect to find leukocytic cells. The most com- 
monly encountered and readily recognized are poly- 
morphonuclear leukocytes (fig. 11). They differ from 
those in blood smears only in that, with the staining 
method employed, their cytoplasm appears light green. 
Lymphocytes as always are small, round and uniform 
and contain a scanty amount of light green cytoplasm. 
Plasma cells are present in varying numbers and show 
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eccentric nuclei and well defined abundant light green 
staining cytoplasm. Mononuclear phagocytes are some- 
times scanty but at other times are numerous. They 
vary in size from about 10 microns to 30 microns or 
more. Their cytoplasm is always abundant, is sharply 
defined, stains light green and frequently contains 


Fig. 5.—Section fram a case of bronchogenic carcincma obtained 
necropsy showing groups of neoplastic celis partly differentiated into 
squamous cells but without keratinization or nail formation. Hematoxylin 
and eosin X 100, 


carbon or other phagocytosed material. Their nuclei 
are relatively small, round, evenly stained and central 
or eccentric in position. Accompanying the leukocytes 
there are always present varying amounts of blue to 
green granular precipitate and fibrin. 

Every bronchial secretion contains sloughed epithelial 
cells which ordinarily can be readily recognized as non- 
cancerous. In sputum one finds large, polygonal, 
sharply defined, pavement cells with relatively small 
round evenly stained nuclei. Their cytoplasm stains 
pink orange, yellow, blue or green and the cells are 


Fig. 6.—Smear of tumor from the same case illustrated in figure’ 5 
showing a group of cancer cells of varying shapes and sizes. The nuclear 
membrane is quite distinct and the nucleoplasm is somewhat “washed 
out” and clumped, The cytoplasm is relatively scanty. Papanicolaou 
stain X 400. 


found either singly or in groups of a dozen or more. 
Occasionally a few of these cells are also found in non- 
neoplastic bronchial secretions, where they probably 
arrived by aspiration from the upper air passages. 
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Ciliated columnar epithelial cells are almost never 
absent (fig. 11). Ordinarily single cells are easily 
recognized by their long slender shape with often a 
pointed base, a central round oval evenly stained 
nucleus, abundant light green cytoplasm and a broad 
sharply defined inner border often covered with numer- 


Fig. 7.—Smear of bronchial secretions from the same case illustrated 
in figure 5 showing tumor cells identical with those seen in figure 6. 
Papanicolaou stain 400 


ous cilia. When these cells undergo degeneration their 
outlines break; the cytoplasm becomes irregular and 
frayed, and the nuclei become swollen, rounded and 
faintly stained (fig. 11). Sometimes columnar cells 
appear in dense clusters and superficially resemble 
groups of stratified squamous epithelial cells, but if there 
is one such group of cells present there are usually 
others, and in the less densely packed areas their true 
outlines often covered with cilia can be discerned. 
Cuboidal cells with or without cilia are similar to 
columnar cells, with the exception that they frequently 


Fig. 8.—Smear of secretions obtained endoscopically from a case of 
proved moderately well diffefentiated tg mag carcinoma showing two 
cancer cells. The cytoplasm stains a foggy bluish gray, the nuclear 
cytoplasmic ratio is increased and the nuclei are connanele hyperchromatic. 
Papanicolaou stain 400, 


contain vacuoles. Single or small groups of cells, 
probably derived from the intermediary layers of the 
epithelium, are not uncommonly present and are impor- 
tant to recognize as such (fig. 12). They are of 
moderate size, round, oval or polygonal, have sharply 
defined outlines, blue to green or gray cytoplasm and 
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relatively large, round or oval evenly stained nuclei 
A few peripheral cells may occasionally contain cilia. 
Basal cells are least frequently encountered. They 
resemble somewhat lymphocytes with the exception that 
they are two or three times as large. Their nuclei 
are uniform, round or oval, are evenly stained and 
occupy most of the cell. Their cytoplasm is scanty 
and stains light green. : 
Cancerous Flora: Although there is no flora in 
secretions containing cancer cells that is pathognomonic 
for pulmonary carcinoma there is nevertheless a cer- 
tain appearance, difficult to describe precisely, but 
which gives one the impression that the preparation 
should contain cancer cells. In such slides leukocytic 
elements, including fibrin, are usually in abeyance or 
entirely absent. This is particularly true of the macro- 
phages. Our experience so far has been that, when 
these are numerous, cancer cells are not found. Because 
of the absence or decreased amount of fibrin the slides, 
except for varying amounts of greenish stained precipi- 
tate, appear “cleaner” than do those for instance from 
bronchiectatic cases. Pavement cells, most of which 
take an orange stain, are often increased in secretions 


Fig. 9.—Section of tissue from a case of bronchogenic carcinoma of an 
“oat eel” variety obtained at necropsy. Hematoxylin and eosin X 100. 


containing cancer cells when the tumor is of a squamous 
cell variety. Finally, in cancerous secretion erythrocytes 
are usually fairly abundant. 

Cancer Cells: So far we have been able to recognize 
the following three more or less separate groups of 
cancer cells in bronchial secretions: (1) clusters of cells 
which are present in squamous cell carcinoma, (2) large 
irregular single cells found in the more dedifferentiated 
tumors and in those with an adenomatous formation 
and (3) smaller more uniform cells present in the 
so-called oat cell carcinoma. 

In squamous cell carcinoma there are usually small 
or large pieces of stratified squamous epithelium evenly 
distributed throughout all slides or present only in one 
portion of one slide (figs. 1 and 2). If they happened 
to have been crushed at right angles to the surface one 
can see the keratinizing cells on the surface, the inter- 
mediate prickle cells and even the basal cells. Usually, 
however, they are seen as a mass of closely packed, 
relatively large cells whose cytoplasm stains an orange 
red and whose nuclei are large and dark blue. Cilia 
are never present. At the periphery there are usually 
encountered a few detached single cancer cells. They 
have an abundant amount of blue green to gray, ill 
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defined, peripherally frayed cytoplasm and _ relatively 
large, round, oval or slightly irregular deeply stained 
nuclei. These cells are quite well differentiated and 
so do not appear as “wild’’ as do the cells of the more 
anaplastic tumors to be described presently. Occa- 
sionally when ‘there is abundant pearl formation in 
the original tumor one finds naked pearls within the 
bronchial secretions (figs. 3 and 4). They are similar 
to those seen in ordinary histologic sections and con- 
sist of whorls of closely packed cells with deep staining, 
elongated, pyknotic nuclei and bluish green to gray 
cytoplasm. 

When the tumor is less well differentiated, in ade- 
nomatous formation or a combination of the two, single 
cancer cells are found in the secretions (figs. 5, 6, 7 
and 8). As would be expected they vary tremendously 
in size, shape and staining qualities. They are invaria- 
bly considerably larger than normal cells (sometimes of 
giant proportions) and assume anything but the regular 
configurations described. Their borders are almost 
always ill defined, frayed and fuzzy. The cytoplasm 


stains bluish green, blue or gray and although abso-: 


lutely increased it is relatively decreased and sometimes 


Fig. 10.—Smear of tumor from the same case illustrated in figure 9 

owing numerous anaplastic cancer cells. ey contain practically no 
cytoplasm and deeply stained irregularly shaped nuclei. Note the presence 
of = or more nucleoli within a single nucleus. Papanicolaou stain 
4 


almost entirely imperceptible. The nuclear-cytoplasmic | 


ratio is thus always increased over the normal. While 
theoretically some of the cells should be vacuolated, this 
appearance we have not yet encountered. The nuclei 
are single or multiple and usually are extremely bizarre. 
Whereas they may be round or oval they ordinarily form 
irregular, coiled, folded, hexagonal or dumb-bell shaped 
configurations. Some of the larger and more regular 
appearing nuclei show a very sharp, deeply stained, 
peripheral membrane which encloses lightly stained 
somewhat washed out and clumped nucleoplasm. Other 
nuclei are solid and so hyperchromatic that the internal 
structure is not discernible. Nucleoli are not always 
demonstrable but, when present, they are easily recog- 
nizable as round or slightly oval, sharply circumscribed 
bodies stained either lighter or heavier than the sur- 
rounding nucleoplasm. Often as many as four can be 
seen within a single nucleus. 

As compared with the foregoing cells, neoplastic 
cells derived from the so-called oat cell carcinoma are 
relatively small (figs. 9, 10 and 11). They are round, 
oval or slightly irregular, contain a scanty amount of 
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blue to green cytoplasm and possess round, oval or 
somewhat irregular, sharply defined, deeply stained 
single nuclei. They are best identified by their size 
and by the fact that although the cells are similar there 
are definite variations in the shape of the nuclei from 
cell to cell. 


__ Fig. 11.—Smear of bronchial secretions obtained from the same case 
illustrated in figure 9, There are ten cancer cells identical with those 
shown in figure 10. There are present also a few polymorphonuclear 
leukocytes, one normal columnar epithelial cell with cilia, and two partly 
degenerated columnar epithelial cells in the lower portion of the photo- 
micrograph. Papanicolaou stain x 400. 


COMMENT 

In our description of the cytology of bronchial secre- 
tions we have allotted almost as much space to normal 
cells as we have to cancer cells, for it is obvious that 
without a thorough knowledge of the normal flora one 
cannot begin to understand the abnormal. Having 
acquainted oneself with the elements that may be present 
in the secretions in various disease processes, a diag- 
nosis of carcinoma can be made on finding a single 


Fig. 12.—Smear of bronchial secretions removed endoscopically from a 
case of pulmonary tuberculosis showing a group of noncancerous inter- 
mediary cells as compared with cancer cells seen in figure They are 
loosely united and contain large evenly stained nuclei and a relatively 
small amount of cytoplasm that stains bluish green. Papanicolaou 
stain X 400 


cancer cell. Sometimes it is necessary to search several 
slides before one such cell is found, and for this reason 
we have chosen an arbitrary number of five slides from 
each secretion as the minimum. Usually, however, if 
there is one cancer cell present there are also others. 
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Bearing in mind the fact that carcinoma of the lung 
is extremely pleomorphic, the primary tumor in a 
bronchus or bronchiole is nevertheless most frequently 
of a squamous cell variety. That this is so is fortunate, 
first, because such neoplasms grow more slowly than 
do ones composed of the more anaplastic elements and, 
second, because in bronchial secretions cells derived 
from a squamous cell carcinoma are easy to recognize. 
As would be expected, the cells in such a neoplasm are 
quite well differentiated and so approach those of nor- 
tal squamous epithelium. Thus although groups of 
these cells may look innocent enough, when they are 
found in bronchial secretions an ‘unequivocal diagnosis 
of squamous cell carcinoma can be made simply because 
they are not present in this material under any other 
circumstances. One must make certain, however, that 
they are squamous cells and not clumps of cells derived 
from the intermediate layers of the epithelium or dense 
aggregations of columnar cells. The former can be 
distinguished by their staining qualities. Cancerous 
squamous cells stain pink or orange, while the inter- 
mediary cells stain green to blue. Also in the former 
the different layers can often be discerned, whereas in 
the latter the cells are more or less uniform in shape 
and size without stratification. Solid collections of 
columnar cells are identified by the fact that at the 
periphery of the clumps there are usually a few cells 
whose true outline can be traced and by the fact that 
with fine “focusing of the microscope cilia can usually 
be seen. And it can be stated as axiomatic that any 
cell or groups of cells bearing cilia are not cancerous. 

When bizarre single cells are encountered there is no 
question of the process being cancerous. Sometimes the 
neoplastic cells are not quite so irregular and may at 
times be confused with other cells. With experience, 
however, a differentiation can ordinarily be made. If 
one is in doubt as to whether a cell or group of cells 
are cancerous, the chances are that they are innocent. 
Lymphocytes, basal ceils and macrophages may be con- 
fused with cells from an oat cell type of carcinoma. 
The latter should, however, be distinguishable by their 
size, deep staining quality, and always the slight but 
definite variation in the shape of the nucleus from cell 
to cell. Lymphocytes are considerably smaller, and 
basal cells, although often of the same size, stain more 
evenly and less mtensely, and the individual cells are 
more uniform in shape and size. Macrophages should 
not be difficult to differentiate, for there are usually 
neighboring cells of exactly the same morphology that 
contain carbon or other pigment. Pavement cells of 
course are easily recognized. Their increase in the 
flora of cases with squamous cell carcinoma can be 
accounted for, not by aspiration from the upper air 
passages but by the sloughing of the keratinized neo- 
plastic cells themselves. 

The method of examination of bronchial secretions 
for cancer cells is presented not with the idea of finding 
a substitute for the already well established and highly 
efficient methods used in the diagnosis of pulmonary 
carcinoma but as an adjunct to be used in conjunction 
with these methods. It is apparent that sometimes this 
is the only way in which cancer cells can actually be 
demonstrated, and unless one can see the neoplastic 
cells a diagnosis of cancer is never fool proof. Cer- 
tainly, if a competent cytologist makes a positive diag- 
nosis of pulmonary carcinoma from cells in bronchial 
secretions, the surgeon can proceed with the operation 
with as much impunity as he does when the diagnosis 
is made from a study of a histologic section of tissue 
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removed at biopsy. By the method outlined it is hoped 
that central, peripheral or upper lobe pulmonary neo- 
plasms will be diagnosed at the time of the first bron- 
choscopy without losing a valuable month or two 
waiting for an x-ray shadow to increase or decrease in 
intensity in order to be certain that a lesion is or is not 
neoplastic. By that time it might be too late. 


SUMMARY 

In 30 consecutive cases of primary pulmonary carci- 
noma, bronchial secretions were stained by the Papani- 
colaou technic. Cancer cells were demonstrated in 
22 cases, or 73 per cent. In the same series a positive 
morphologic diagnosis, from a study of tissue removed 
endoscopically, was obtained in 11 cases, or 36 per cent. 
Cancer cells were present in the secretions from 7 cases 
in which bronchoscopy was negative. 

Sputums were examined from 5 cases in which cancer 
cells were present in bronchial secretions, and in only 
1 of these were neoplastic cells found. We therefore | 
believe that examination of bronchial secretions for 


_tumor cells is superior to examination of sputum. 


The method is presented not as a substitute for but 
as an adjunct to the means already employed in the 
diagnosis of pulmonary carcinoma. It is particularly 
useful in cases in which the tumor is located at the 
periphery of the lung or in the upper lohe. 

1530 Locust Street, Philadelphia 2. 

Jefferson Hospital, Philadelphia 7. 


Clinical Notes, Suggestions and 
New Instruments 


TOXIC PHENOBARBITAL REACTION COMPLICATING 


MYOCARDIAL INFARCTION 


SIGMUND S. WINTON, Ph.D., M.D. 
Chicago 


Since the introduction of phenobarbital in medical practice 
in 1911 reports have appeared in the literature warning that 
the use of this drug is not attended entirely without danger. 
Considering its popularity as a sedative, hypnotic and anti- 
convulsant, the reports on its toxicity have indeed been rela- 
tively few. The reason for this meager literature on the 
subject is the fact that many of the mild reactions have been 
overlooked or unreported, and in the more toxic reactions 
often no association between the severe constitutional upset 
and a chemical rash has been suspected. Furthermore, recog- 
nition of a toxic manifestation is difficult, since often the patient 
fails to give a history of barbiturate sensitivity; the character 
of the rash and its distribution are not specific, and the various 
tests suggested by some workers ! have failed in many instances 
to prove the presence of drug sensitivity in such patients.” 

In 1912 Loewe * reported 3 cases of phenobarbital toxicity, 
describing a generalized cutaneous eruption without systemic 
reaction and disappearance of the rash on withdrawal of the 
drug. In contrast to Such relatively mild reactions and unevent- 
ful recoveries, deaths following severe manifestations of pheno- 
barbital toxicity when therapeutic doses were employed have 
been reported.* 


Dr. Maneies Peapod (dermatologist) confirmed the diagnosis in 


this ca 
Hau brish, B. 


1. : Phenobarbital Poisoning, New England J. Med. 
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The present case report reemphasizes the fact that pheno- 
barbital medication in therapeutic doses may be attended with 
some danger of drug reaction and of possible fatal outcome. 
Despite a severe toxic phenobarbital reaction in the presence 
of a recent myocardial infarction, the patient survived. A 
review of the literature reveals that in the majority of fatal 
cases bronchopneumonia was the cardinal finding at necropsy. 
In the present case bronchopneumonia was recognized early 
and treated with large doses of penicillin. 


REPORT OF CASE 


H. S., a white man aged 61, seen Sept. 20, 1944, was com- 
plaining of progressive dyspnea, fatigue and precordial pain on 
exertion. His appetite was good. There was no weight loss 
and no change in bowel or urinary habits. An electrocardio- 
gram taken at that time was normal, and other laboratory tests 
were within accepted normal limits. There were no psycho- 
somatic factors present in his history to explain the symptoms. 
On the basis of his age and symptoms a diagnosis of chronic 
coronary insufficiency was made, and the patient was treated 
conservatively with increasing rest periods, aminophylline 0.195 
Gm. (3 grains) four times daily and glyceryl trinitate 0.43 mg. 
(450 grain) as conditions indicated. He carried on with his 
work im a limited way quite comfortably and with few symp- 
toms. He was not seen for six months prior to Aug. 21, 1945, 
when he presented new and striking changes. 

He stated that three days previously he had been awakened 
in the early morning with a sharp pain in the middle of his 
chest. The pain was at first excruciating in character, then 
became less intense and radiated across his chest and up to his 
jaw but not down his arms. He remained in bed for several 
hours until the pain subsided a little and returned to his work. 
The dyspnea and fatigue caused by standing on his feet forced 
him to lie down for several hours at a time. He continued 
working in this way for three days and finally came in for advice. 

On examination he appeared pale and mildly dyspneic. His 
pulse rate was 100 per minute, regular and of poor quality; 
blood pressure was 130/80, temperature 99.8 F. and respiratory 
rate 25 per minute. There was neither cervical venous engorge- 
ment, peripheral edema nor enlargement of the liver. The 
bases of the lungs presented a few moist rales. The heart 
tones were regular and faint. There was no friction rub and 
no cardiac enlargement to percussion. An electrocardiogram 
taken immediately showed the presence of a typical posterior 
wall infarct. 

The patient was placed on the usual conservative treatment 
_under the care of a trained nurse, who was instructed to 
massage his extremities and administer mild passive exercise 
twice daily. Papaverine 0.130 Gm. (2 grains) four times daily 
and phenobarbital 0.016 Gm. (% grain) three times daily were 
the only drugs used. After twenty-four hours of complete bed 
rest the pulse dropped to 85 beats per minute, the respirations 
to 18, and the rales in his lungs disappeared. Blood pressure 
and temperature remained unaltered. Two days later he became 
restless and the phenobarbital was increased to 0.032 Gm. 
(% grain) per dose. For the succeeding three weeks he was 
progressing very well, and apart from the electrocardiogram 
showing a healing myocardial infarct all other signs had dis- 
appeared. At this time the nurse reported the appearance of 
several small macular spots on his abdomen and renewed 
restlessness. Examination of the rash showed several discrete 
oval erythematous macules blanching on pressure. His tem- 
perature had risen to 100 F., the pulse rate to 95 and the 
respiratory rate to 25 per minute. Since the appearance of 
the rash suggested a drug reaction, phenobarbital was dis- 
continued and fluids were moderately increased. Careful ques- 
tioning elicited a vague history of phenobarbital sensitivity 
some years before. 

Late the same evening the patient’s face became swollen; 
his eyelids were edematous and were stuck together by a 
thick, purulent exudate. There was a severe conjunctivitis 
and corneal injection. The rash had spread over his entire 
chest and the extensor surfaces of his arms and legs as well 
as the palms of his hands and soles of his feet. The next morn- 
ing his entire body, including his bald scalp and the external 
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canals of his ears, was covered with the rash, which now 
became dark red and hemorrhagic in appearance. His lips 
became intensely swollen and cyanotic, the tongue was beefy red 
and painful, the buccal membranes and pharynx were edematous 
and covered with several small areas of dirty gray exudate, and 
there was a profuse, bloody discharge exuding from the mouth. 
There was no cervical adenopathy, and neither spleen nor liver 
was palpable. His temperature had risen to 104 F., pulse 
rate to 100 and respiratory rate to 28. He was very restless 
and complained of inability to swallow water. 

The patient was admitted to the hospital, where he was 
immediately given 5 per cent glucose intravenously because 
of his dehydration and toxemia. In view of the severe eye 
and oral inflammation as well as a high white blood cell count 
and a high polymorphonuclear count in the differential, intensive 
penicillin treatment was started with the intravenous fluid; 
2,000 cc. of 5 per cent glucose was given in twenty-four hours, 
to which 100,000 units of sodium penicillin was added. In 
addition to this he received 25,000 units of penicillin intra- 
muscularly every three hours. On admission urinalysis revealed 
specific gravity 1.022, albumin and sugar absent, 6 to 8 white 
blood cells and 4 to 5 red blood cells per high power field; 
there were no casts. Red blood cells numbered 4.45 million, 
white blood cells 14,750, hemoglobin 85 per cent, polymorpho- 
nuclears 82 per cent, lymphocytes 17 per cent, basophils 1 per 
cent. The platelet count was 200,000, the sedimentation rate 
25 (Westergren method). The Kahn reaction was negative. 
Throat cultures showed a few diphtheroids, staphylococci and 
diplococci. Blood culture was sterile. 

The temperature was 103.4 F., pulse rate 96 and respiratory 
rate 30 per minute. The treatment for the succeeding forty-eight 
hours consisted in administering intravenous 5 per cent glucose 
in saline solution (2,000 cc. in twenty-four hours) with peni- 
cillin therapy as mentioned. The patient’s eyes were treated 
with warm, moist boric acid compresses; the buccal membranes 
were swabbed with 3 per cent hydrogen peroxide; a gargle 
of 1: 10,000 potassium permanganate solution and gentian violet 
1 per cent was applied to the raw surfaces of the lips. Vita- 
min B complex and 100 mg. of ascorbic acid were given intra- 
muscularly daily. In twenty-four hours the temperature dropped 
to 102 F. but returned to 103.4 F. by the next day. Penicillin 
was discontinued and the patient was treated symptomatically 
only. 

The general clinical condition at this time appeared worse; 
the rash became hemorrhagic, hemorrhagic bullae appeared 
around the nipples and the lips became more swollen, almost 
grotesque in appearance, with large desquamated, bleeding areas. 
The urine showed an increase in red blood cells. By the fourth 
day of hospitalization the patient felt a little better, although 
his temperature was 101.8 F., pulse rate 96 and respiratory rate 
25. He was now able to take water and nourishing fluids by 
mouth. By the sixth day the temperature had dropped to 
98.6 F., pulse rate 88 and respiratory rate 20. The urine showed 
only 1 red blood cell and 2 to 3 white blood cells per high 
power field. The white blood cell count had steadily dropped 
to 6,000, with 66 per cent polymorphonuclears, 33 per cent 
lymphocytes and 1 eosinophil. The lips and oral cavity showed 
improvement, and the rash became brownish in appearance. 
By the seventh day, however, the patient took a turn for the 
worse. His temperature began to rise, and examination of 
his lungs revealed scattered areas of crackling rales with areas 
of dulness to percussion. He was again placed on penicillin 
25,000 units every three hours for two days. His temperature 
quickly returned to normal and all chest signs disappeared. 
The course of his illness became uneventful thereafter. Tem- 
perature, pulse and respiration remained normal. All urinary 
abnormalities disappeared. The rash and edema disappeared 
from his face and scalp; his ears and lips assumed a normal 
appearance. After one month the patient was able to get out 
of bed for short periods and the electrocardiogram showed 
evidence of complete restitution. 

During his entire severe illness resulting from the pheno- 
barbital reaction there had been no serious alteration in his 
cardiac condition. Nine weeks from the time the infarct first 
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developed the patient was able to take limited exercise, such 
as short walks, without exhibiting signs of cardiac insufficiency. 
Only a fading, brownish, desquamating pigmentation was visible 
on his abdomen at this time. 


COMMENT 

It has been roughly estimated that from 1 to 3 per cent 
of persons taking therapeutic doses of phenobarbital develop 
a toxic reaction of varying severity.5 The majority of these 
patients show a sensitizing reaction characterized by urticarial 
wheals, itch and disappearance of the cutaneous manifestations 
on withdrawal of the drug. A relatively smaller group develop 
toxemia associated either with severe cerebral symptoms ® or 
with an erythematous macular rash which may disappear after 
a variable period or end with terminal bronchopneumonia and 
death.” 

Of the various types of toxic skin manifestations reported 
in the literature, the most commonly encountered is the erythe- 
matous maculopapular rash ending in exfoliation. This type 
was first described by Hamilton, Geiger and Roth® in 1926. 
Of the 41 cases collected by Menninger 5 up to 1928 the majority 
developed this type of cutaneous eruption and, following a 
protracted period of illness, all survived. In 1929 Chavany and 
Vannier ® reported the first 2 deaths attributable to pheno- 
barbital intolerance. In both cases a generalized exfoliative 
dermatitis and severe toxemia were described. Scarlet and 
Macnab,!° in a systematic search of the literature up to 1935, 
listed 408 deaths as being due to barbiturate poisoning, of which 
only 6 were caused by phenobarbital taken in therapeutic doses. 
Since this survey was made, other cases of exfoliative derma- 
titis with fatal outcome have been reported.*! 

A less common type of toxic cutaneous eruption is the hemor- 
rhagic rash first described by Heuber** in 1919, later by 
Haxthausen 1° and more recently by Moss and Long.!4 

Following administration of the drug, reactions may appear 
as early as twenty-four hours® or as late as six months.'% 
The amount of the drug required to produce a reaction varies 
greatly from case to case, with doses ranging from 0.016 Gm. 
(4 grain) three times a day to 0.097 Gm. (1% grains) once 
daily before bedtime. 

The diagnosis of a toxic phenobarbital reaction is often 
dificult to prove, even when strong circumstantial evidence 
implicates the drug. Administration of the drug after recovery 
has failed to reproduce the rash in many instances. Patch 
tests have not been successful and intracutaneous tests 
recommended by Haubrish! and Menninger ® have likewise 
failed to be of any real value.’ 

In the present case phenobarbital was given in 0.016 Gm. 
(4 grain) and later in 0.032 Gm. (% yy doses three times 
daily for three weeks, or a total dose of 2.2°Gm. (33 grains) 
before the first signs of drug sensitivity were noticed. The 
sudden rise in temperature and the severe edema of the face 
made their first appearance at the time the rash became 
evident. The stomatitis, pharyngitis and conjunctivitis, reported 
in only a small percentage of the more severe toxic reactions, 
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TUBERCULOUS LARYNGITIS—MYERSON 


J. A. M. A. 
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appeared about ten hours following the rash, which at this 
time became hemorrhagic in character and typical of the 
eruption described by Moss and Long.14 The leukocyte count 
was 14,750, with 82 per cent polymorphonuclears. Reports 
in the literature shows that the white blood cell count may 
vary from 6,000 to 25,000 and apparently is not proportional 
to the severity of the toxic reaction.5 Eosinophilia has been 
reported.'6 The urine in the present case showed 4 to 5 red 
blood cells in the initial stages of the reaction and increased 
to 15 cells on later occasions. This might indicate the presence 
of small hemorrhages in the kidneys and may have been part 
of the general hemorrhagic reaction. One one occasion there 
was a shower of pus cells in the urine, which cleared up 
spontaneously without medication in twenty-four hours. It 
is doubtful whether the large doses of penicillin administered 
in the first few days altered the clinical course appreciably, 
since there was only a 1.2 degree F. drop in temperature in 
twenty-four hours and a return to the admission temperature 
of 103.4 F. in spite of continued administration of penicillin. 
However, when the patient began to show signs of early pneu- 
monia by the seventh day of his illness, penicillin, in all likeli- 
hood, was the one specific agent which tipped the scales in 
his favor. In spite of the severe systemic upset, the patient’s 
cardiovascular status was altered little, if any, and healing of 
the infarct progressed favorably, as shown electrocardiographic- 
ally and by exercise tolerance tests. 


SUMMARY 

A severe hemorrhagic cutaneous reaction developed following 
the use of therapeutic doses of phenobarbital as a sedative in 
the treatment of a recent myocardial infarction. 

2. The rash was accompanied by a constitutional upset char- 
acterized by fever, restlessness, leukocytosis, stomatitis, pharyn- 
gitis, oral hemorrhages and hematuria. 

3. An early bronchopneumonia was recognized in the later 
stage of the illness and effectively treated with massive doses 
of penicillin. 
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SULFANILAMIDE SPRAY FOR PAIN 
CULOUS LARYNGITIS 


MERVIN C. MYERSON, M.D. 
New York 


IN TUBER- 


Tuberculosis of the larynx is one of the more serious com- 
plications of pulmonary tuberculosis. This condition is fre- 
quently associated with ulceration and pain; these symptoms 
prevent the patients from swallowing, so that they lose ground 
not only because of the disease but also because they do not 
get sufficient food. It has always been thought that tuberculous 
ulceration in a larynx was the cause of pain. Recent observa- 
tions on the effect of sulfanilamide powder sprayed on the 
ulcerated areas, however, have cast doubt on this assumption. 
It appears that it is not the tuberculous ulcer which causes 
the pain but secondary infection of the ulcer by pyogenic 
organisms, for when the involved area is sprayed with sulfanil- 
amide powder the pain immediately disappears. 

In addition to the relief of pain, one is impressed with the 
cleansing effect of the sulfanilamide powder spray. Ulcerations 
which were previously moist and covered with exudate become 
dry and present a pinkish or reddish appearance. 

It should be borne in mind that a secondarily infected ulcer 
may not be the only cause of pain in a tuberculous Jarynx. 
Principal among the other lesions which cause pain is peri- 
chondritis of one or both arytenoid cartilages. When such 
a lesion is associated with ulceration of the larynx one cannot 
hope to eliminate the pain entirely, because only that pain 
which is caused by an infected ulcer is influenced by the 
sulfanilamide spray. 
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The sulfanilamide used in each application of the spray 
weighs between 5 and 10 grains (0.32 to 0.65 Gm.) Not all 
the powder which is introduced into the larynx is absorbed; 
most of it mixes with mucus and exudate and is expectorated. 
Even if all the powder introduced should be absorbed, it would 
amount to a relatively small dose. Treatment is carried out 
by the patient or a physician or nurse. The powder is 
sprayed into the larynx with a powder atomizer. The tongue 
is held forward by the patient while compression of the rubber 
bulb or compressed air forces the fine powder into the larynx. 
The stem of the atomizer has an adjustable tip which can 
be bent downward so as to direct the powder spray into the 
larynx. 

A few cases have been treated with sulfathiazole powder and 
penicillin nebulized with oxygen or in an aqueous solution as 


a spray. The objection to sulfathiazole is that it cakes because 


it is not soluble, while the objection to penicillin is that it 
is more expensive, more difficult to prepare, more difficult to 
keep and readily contaminated. 

It should be emphasized that the use of sulfanilamide in cases 
of secondarily infected tuberculous ulcerations of the larynx 
can convert a hopeless case into one in which there is a 
chance. As a result of the elimination of pain and the restora- 
tion of the ability to swallow, the patients gain weight and 
strength, some becoming greatly improved. 

A fair percentage of patients with tuberculosis of the larynx 
do not experience pain. Of the large majority which do, 
however, more than half are caused by ulceration. A series 
of 1,000 cases that I1 studied presented an aggregate of 2,059 
lesions. Of these, 476 were ulcerations, while the other pain- 
producing lesions, principally involving the arytenoids, numbered 
437. It should be borne in mind that infiltration, tuberculoma 
and edema may exist in a tuberculous larynx without causing 
pain. Only some infiltrative and edematous lesions of the 
arytenoids, in addition to ulcers anywhere in the larynx, will 
cause pain. In the arytenoid region the pain is due to active 
involvement of the perichondrium. 

Sixty patients with tuberculous ulceration of the larynx 
have been treated with the sulfanilamide powder spray. Those 
having ulcerations not associated with perichondritis of the 
arytenoid cartilages were definitely relieved of pain; they were 
enabled to eat, gained weight and became generally improved. 
In 14 cases the condition, which appeared hopeless, became 
favorable as a result of the sulfanilamide powder spray 
treatment. 

The following cases illustrate the dramatic change which 
such patients may undergo: 

J. S., a man aged 42, presented extensive ulceration of the 
right lateral fold of the larynx and the stump of the epiglottis. 
He had lost 8 pounds (3.6 Kg.) during the week prior to 
examination. Sulfanilamide powder was sprayed into the larynx 
twice daily. At the end of a week he had gained 10 pounds 
(4.5 Kg.). He was again able to swallow because the secondary 
infection of the ulceration was under control. 

A most striking case was that of a woman aged 28 who had 
a generalized miliary invasion of her larynx, with extensive 
ulceration. There was similar involvement of her entire soft 
palate. The larynx, especially, was extremely painful. When 
I saw her she was using a spray of 8 per cent cocaine solution. 
Employment of the sulfanilamide spray immediately eliminated 
the need for the cocaine. The patient was able to swallow in 
comfort. 

I do not claim that’ the use of sulfanilamide powder insures 
a cure. I feel, however, that many patients who succumb 
to extensive and active tuberculous disease of the lungs and 
other organs can be spared much of the pain which is so 
frequently associated with involvement of the larynx. Some 
lives will be prolonged, some will be saved; but, whatever 
the outcome, many will not experience the agonizing pain and 
the inability to swallow which has always accompanied tuber- 
culous ulcer of the larynx. 
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ACCEPTED FOODS 


The following additional foods have been accepted as conform- 
ing to the Rules of the Council on Foods and Nutrition of the 
American Medical Association for admission to Accepted Foods. 

James R. Witson, M.D., Secretary. 


PREPARATIONS USED IN THE FEEDING OF 
INFANTS (See Accepted Foods, 1939, p. 156). 


Libby, McNeill & Libby, Chicago 


Lissy’s STRAINED AND HOMOGENIZED APPLES AND PRUNES contains 
apples, prune pulp and dextrose 

Analysis (submitted by sstnaliiaiie) .—Total solids 22.71%, moisture 
77.29%, ash 0.38%, ether extract 0.09%, crude fiber 0.57%, protein 
0.35%, salt 0.08%, carbohydrate (by difference) 21.33%, iron 1.81 mg. 
per hundred grams, calcium 16.6 mg. per hundred grams, phosphorus 
18.6 mg. per hundred grams, lead less than 1 part per million. 

Calories.—89.7 per hundred grams. 


Vitamins.—Thiamine trace 
0.10 mg. per hundred grams 
4.9 mg. per hundred grams 
ed 0.05 mg. per hundred grams 


Libby, McNeill & Libby, Chicago 


Lissy’s STRAINED AND HOMOGENIZED PEACHES, PEARS AND APRICOTS 
contains peaches, pears, apricots, sucrose and dextrose. 

Analysis (submitted by manufacturer).—Moisture 83.15%, total solids 
16.85%, ash 0.31%, fat 0.15%, protein (N xX 6.25) 0.75%, crude fiber 
1.25%, total carbohydrates (other than crude fiber, by difference) 14.39%, 
salt (as sodium chloride) 0.06%, iron 0.45 mg. per hundred grams, 
copper 0.41 mg. per hundred grams, calcium 10.07 mg. per hundred 
grams, phosphorus 18.49 mg. per hundred grams, lead in part per million 
not more than 0.2, arsenic in part per million not more than 0.1 

Calories.—17.92 per ounce. 


Vitamins.—Vitamin A, as carotene.... 0.48 mg. per hundred grams 
WH 0.0082 mg. per hundred grams 
0.19 mg. per hundred grams 


National Dairy Products Company, Inc., New York City. 


ForMULAC comprises evaporated milk with added fish liver oil distillate, 
activated ergosterol, ascorbic acid, niacin, thiamine hydrochloride, ribo 
flavin, wheat germ oil, ferric lactate, copper sulfate and manganese 
sulfate. 

Analysis (submitted by manufacturer).—Water 73.8%, protein (nitro 
gen X 6.38) 6.9%, butterfat 8.0%, carbohydrate 9.2%, crude fiber none, 
calcium 0.2%, phosphorus 0.2%. 

Calories.—570 per 14% ounce can, 


Vitamins and Minerals.— Per Can (14.5 Ounces) 


Vitamin Be (riboflavin) bus 2.00 mg 
Vitamin C acid) .. 59.80 mg 


S. M. A. Corporation, Division of Wyeth, Inc., Philadelphia. 

Cerot contains whole wheat, corn flour, wheat germ, malt syrup, dry 
skim milk, dried brewers’ yeast, sodium chloride, tricalcium phosphate, 
ferric pyrophosphate, thiamine hydrochloride, riboflavin, niacin amide and 
dehydrated whole papaya powder. 

Analysis (submitted by manufacturer).—Carbohydrate 71.35%, protein 
15.50%, fat 1.20%, ash 4.00% (calcium 0.80%, phosphorus 0.55%, iron 
0.035%, copper 0.002%), crude fiber 1.95%, moisture 6.00%, calcium 
887.5 mg. per hundred grams, phosphorus 577.5 mg. per hundred grams, 
iron 35.0 mg. per hundred grams, copper 1.75 mg. per hundred grams, 

Calories.—102 per ounce, 

* Vitamins.—Thiamine 
Niacin and niacin amide.... 


2.10 mg. per hundred grams 
3.15 mg. per hundred grams 
21.00 mg. per hundred grams 


The Gerber Products Company, Fremont, Mich. 


Gereer’s SPINACH. 

Analysis (submitted by manufacturer).—Total solids 5.6%, protein 
1.8%, fats (ether extract) 0.3%, crude fiber 0.3%, carbohydrates (by 
difference) 2.0%, ash 1.3%, calcium 0.086%, phosphorus 0.031%, 
iron 0.0025%. 

Calories.—5 per ounce. 


Vitamins.—Vitamin A equivalent....... 2,167 I. U. per hundred grams 


hes 0.026 mg. per hundred grams 
0.100 mg. per hundred grams 
Ascorbic acid .........., -.. 0.6 mg. per hundred grams 
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SATURDAY, APRIL 13, 1946 


SENATE HEARINGS ON THE NATIONAL 
HEALTH PROGRAM 

Elsewhere in this issue (page 1021) appears a rather 
full condensation of the first two days of the hearings 
on the national health prograin before the Committee 
on Education and Labor of the United States Senate 
which began April 2. Obviously Senators Wagner, 
Murray and Pepper and Congressman Dingell had 
organized the first day’s session as a sort of con- 
version and revival meeting, in which the four uplifters 
would cooperate to bring the doubters promptly to the 
mourners’ bench. Perhaps unfortunately for them, but 
no doubt fortunately for the people, some agnostics 
appeared, who tossed doubts and questions that agi- 
tated one of the leaders to unholy remonstrances. As 
might be expected, the newspapers seized on the con- 
troversy as the real news of the day; the propaganda 
of Pepper, the diatribe of Dingell, the weasel words 
of Wagner and the modulations of Murray failed to 
find any expression in the public press. By the next 
day, after Federal Security Administrator Watson 
Miller expressed his complete approval of compulsory 
sickness insurance, tendering in the meantime a few 
encomiums to the medical profession, and after Dr. 
Mountin of the Public Health Service expressed the 
official point of view of that branch of the government, 
the newspapers seem to have lost interest in the pro- 
ceedings. Readers of THe JouRNAL will have to depend 
on our pages to keep informed as to what goes on. 

Attention is called in the digest of the hearings in 
this issue of THE JOURNAL to the forthrightness with 
which Senator Taft condemned the entire proceedings 
as a venture in socialism, to the manner in which 
Senator Smith of New Jersey opposed the slander, 
innuendo and invective with which Congressman 
Dingell attacked the medical profession, to the state- 
ment of Senator Wayne Morse of Oregon that he felt 
Oregon and Washington were making a_ reasonable 
trial of a voluntary system and that he wanted repre- 
sentatives of those states to appear at the hearings and 
to the statement of Senator [llender of Louisiana that 
he opposes compulsory medicine except as a last resort. 


EDITORIALS 
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In closing his presentation Senator Pepper offered 
amendments to the Wagner-Murray-Dingell bill with 
a view to incorporating in that measure the features 
of the Pepper maternal and child health bill. He states 
that he will not push the latter until he finds out what 
happens to the former. 

Dr. Mountin indicated that it would be desirable to 
place the health functions of the Children’s Bureau 
under the U. S. Public Health Service, whereupon Mr. 
Watson Miller stated that negotiations have been under 
way to bring about functional unity in these agencies 
without apparently taking from the Children’s Bureau 
either autonomy or its appropriation. 

Amazingly Senator Murray several times referred 
to Mr. Watson Miller, the lay administrator who is 
responsible for health functions in the government, as 
“Dr. Watson,” and apparently Senator Aiken was 
under the same misapprehension and also referred to 
him several times as “Dr. Watson.” Presumably 
even the senators feel that health functions are properly 
problems for medically trained administrators. 

Finally Dr. Mountin expressed his belief that medi- 
cal research and medical education as well are properly 
functions of the federal government and his own 
philosophy, which he states is the philosophy of this 
bill, that “the government ought to lift the costs of ill- 
ness off of the backs of the sick people and place 
it on the broad shoulders of society.” That after all 
is the fundamental issue. Is there to be individual 
responsibility and individual freedom in the American 
democracy or is the federal government to assume 
responsibility for all of us and are we to sacrifice our 
freedom for the kind of service that the federal govern- 
ment can render? 


THE NEW ZEALAND EXPERIMENT 

New Zealand has been experimenting with a govern- 
ment controlled system of medical care. The New 
Zealand Social Security Act of 1938 inaugurated a 
wide range of health and medical benefits which com- 
menced on April 1, 1940 and gradually increased. 
Under the capitation system a doctor is paid a social 
security fee for every “head” on his list of patients 
for the year. A “salaried service system” is a special 
arrangement of limited extent designed for remote 
country districts, in which the doctor receives a fixed 
annual salary. Under the “fee-for-service system” 
the patient signs a declaration saying he has been treated 
by a doctor who countersigns the form and makes the 
claim on the Government Health Department for full 
settlement of his fee. A “refund system,” which is 
the only one of these methods officially approved by 
the British Medical Association, provides for full pay- 
ment of the fee by the patient directly to the doctor and 
for the recovery by the patient from the Government 
Post Office of the portion of the fee paid through 
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the social security system. A “token system” enables 
the patient to pay the difference between the social 
security allowance and the doctor’s fee, the doctor 
sending in the claim for the remainder. 

In a recent survey addressed to 1,500 New Zealand 
doctors, of whom almost 200 were overseas, about 1,000 
replies were received. A majority of the physicians 
expressed their preference for the refund system, 
although a considerable number indicated preference 
for each of the other technics. 

THE JouRNAL has recently received from a govern- 
ment official in New Zealand, who must be kept anony- 
mous, some information concerning the actual working 
of. the system which it is believed should be made 
available to American readers. The letter indicates 
that the islands are having trouble in getting medical 
personnel; salaries offered approximate 800 pounds a 
year plus deferred pay of 200 pounds a year, but young 
doctors “make money too easily today in New Zealand 
and any recent graduate can put up his plate and 
start earning immediately at the rate of 2,000 to 3,000 
pounds per year.” Here is the statement of what has 
occurred in New Zealand: 


General practitioner services are provided in a 
number of ways: 

(1) About twenty salaried positions have been 
created in remote and unattractive areas. This is 
a logical and satisfactory way of dealing with these 
particular places. 

(2) An attempt was made to work a capitation 
scheme. This was resisted by the profession, and 
consequently 

(3) A fee for service scheme was introduced. The 
capitation system still survives, but barely so, and 
is not practiced exclusively by any doctor. 

The fee for service scheme again is operated in 
three ways: 


1. The doctor sees the patient and claims direct 
from the state, accepting the state fee in full and 
complete settlement of his charge. The state pays 
7/6 per visit or consultation, which sum is increased 
to 12/6 for night calls or Sunday calls. 

2. The doctor gives the service and sends in his 
bill in the ordinary way to his patient. When the 
patient pays, the doctor gives him a statement setting 
out the number of attendances, which enables the 
patient in turn to collect from the state on the basis 
of 7/6 per attendance. Doctors working this scheme 
as a general rule continue to charge 10/6 or 12/6 per 
visit or consultation. 

3. The doctor by happy compromise gets the best 
of both systems by claiming direct on the state for 
7/6 and collecting 3/— cash from the patient which 
he can put into his pocket and possibly conceal from 
the tax authorities. 
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The system, of course, is shocking, and it is not 
surprising that the standards of medical practice have 
deteriorated. Doctors are not limited as to numbers 
of patients and some are making round about £10,000 
per annum, which means they see 80 to 90 patients 
daily for six days a week for eleven months in the 
year. There are all the evils of hurried medicine, 
overvisiting and overprescribing. Altogether New 
Zealand affords a wonderful example to the rest 
of the world of how not to do it. 

One might hope that our American statesmen who 
are trying to rush the people of the United States into 
government controlled medicine could heed the warn- 
ings that come from parts of the world where free 
people have been regimented into the kind of schemes 
that they propose for us. Unfortunately Senators Mur- 
ray and Wagner seem to be little concerned with the 
nature of the medical service that will be rendered, 
with the progress of medical science or with the type 
of person who will choose medicine as a profession 
in the future. They crave only the endorsement of those 
who would destroy the American democracy and lead 
us into socialism or communism. They seem to look 
on medical care as the stalking horse that herds the 
unthinking into the corral where freedom disappears. 


ANTITOXIC ACTION OF PENICILLIN 

Supplementing their earlier work with meningococcus 
endotoxin ' Miller and his associates ? of the University 
of Chicago Department of Medicine report that peni- 
cillin has an equally effective neutralizing action against 
gonococcus endotoxin. The endotoxin used in their 
tests was prepared from five strains of gonococcus 
grown for eighteen hours on an agar medium contain- 
ing casein digest and cystine. The organisms were 
repeatedly washed in saline solution, suspended in dis- 
tilled water and then allowed to autolyze for six hours 
at room temperature, followed by fourteen hours’ 
storage at 4 C. The autolysate was then neutralized, 
heat sterilized (60 C. for thirty minutes) and its con- 
centration adjusted to about 1 per cent solids. White 
mice weighing 18 to 20 Gm. were injected intra- 
peritoneally with graded doses (0.1 to 0.5 cc.) of this 
1 per cent endotoxin. Half of each group served as 
untreated controls. The other half were each given 
eight subcutaneous injections of 150 units of penicillin. 
The injections were usually given ninety and forty-five 
minutes before and one, three, five, nine, twenty and 
twenty-four hours after injection of the endotoxin. 
In a typical experiment 22 control mice were each 
injected with 0.1 cc. of endotoxin. Of these, 15 died, 
a mortality rate of 68 per cent. Of 22 mice treated 
with penicillin similarly injected, only 2 died, a mor- 
tality of but 9 per cent. 


1. Boor, A. K., and Miller, C. P.: Science 102: 427 (Oct. 26) 1945. 
2. Miller, C. P., and Boor, A. K.: Proc. Soc. Exper. Biol. & Med. 
61:18 (Jan.) 1946. 
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Less spectacular therapeutic effects were demon- 
strated with multiple doses of the endotoxin. Thus of 
22 control mice injected with from 0.4 to 0.5 cc. of 
endotoxin 21 died. Of 22 penicillin treated mice given 
the same doses only 12 died. The combined results 
of all their groups, totaling 176 control and 210 peni- 
cillin treated mice, showed an average mortality rate 
of 76.7 per cent for the control mice as contrasted 
with but 36.5 per cent for mice receiving penicillin 
treatment. Other substances, such as saline solution 
and tryptic digest of casein, repeatedly injected in place 
of penicillin failed to influence the lethal action of the 
endotoxin. 

A satisfactory theory has not yet been developed to 
account for the antiendotoxin action of penicillin. The 
action presumably is more complex than a simple conju- 
gation of toxin and antitoxin. 


IMPROVING CHILD CARE 

A recent bulletin from the Metropolitan Life Insur- 
ance Company characterizes the past thirty-five years 
as “the golden age of child health.” The statistics 
cited are a startling contrast to the sad pictures painted 
by the propagandists who want to communize the 
care of children in the United States. They talk about 
hundreds of thousands of unnecessary deaths. The 
statisticians say that the decrease in mortality at the 
ages of 1 to 14 among white children was close to 
80 per cent in the period between 1910 and 1945. The 
bureaucrats who want to concentrate the care of children 
in the Children’s Bureau speak only of inadequacies in 
the prevention of infectious diseases. The statisticians 
say that the death rate from measles, scarlet fever, 
whooping cough and diphtheria declined over 90 per 
cent in the period reviewed. ) 

The chief factor in the control of disease is not 
administration or money; it is the research that reveals 
the cause, the method of dissemination, the method 
of prevention and an effective method of treatment. 
Mortality from diphtheria decreased 97 per cent in the 
last thirty-five years because we found the answers 
to these questions for diphtheria. The death rates 
from diarrhea and inflammation of the bowels among 
children declined 95 per cent because we developed 
pasteurization of milk, pure water and food supplies 
and modern refrigeration and educated the mothers 
in how to protect the child against the hazards of these 
infections. For every child that now dies from this 
cause there were twenty such deaths thirty-five years 
ago. True, some children still die from infections of 
the bowel during infancy. Unfortunately some of these 
children occasionally die even in the finest hospitals 
and institutions, because human beings occasionally 
become careless in caring for children. The hazard 
is greater when a careless person is caring for 20 
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babies than when an intelligent mother is caring for 
her own baby. 

The value of scientific statistics is the manner in 
which they point the way to areas of need in diminish- 
ing sickness and death rates. The death rates from 
pneumonia and influenza declined only to one sixth 
of the rate prevailing previously because we did not 
have until recently specific methods of prevention and 
treatment. A much greater decline may be anticipated 
in the next generation. The death rates from accidents 
declined only about one half. Accidents have first place 
as a cause of death among children at ages of 1 to 14. 
Automobile accidents are the only important cause 
that shows a higher death rate now than prevailed 
thirty-five years ago. Yet even the death rates from 
automobile accidents among children have been 
decreasing steadily since 1930. The prevention of 
unnecessary deaths from accidents demands a continu- 
ous campaign of education against carelessness and 
thoughtlessness. Perhaps it demands also a rise in the 
general intelligence level of mankind. 


Current Comment 


THE ARMY MEDICAL LIBRARY 


Since 1836, when the Army Medical Library was 
first established, it has grown and developed, both in 
the contents and in its functions. Today it includes 
more than a million items, of which more than 500,000 
are bound volumes. Its special collection includes a med- 
ical art collection with some 10,000 items and references 
to more than 50,000 portraits and illustrations. It houses 
513 medical incunabula, and of some early published 
medical works it has the only copy known. Its contribu- 
tions to medical bibliography, especially the Index Cata- 
logue, have been among the most significant of the 
factors associated with the tremendous advance of medi- 
cal science not only in the United States but throughout 
the world. In 1941 Congress passed a bill authorizing 
a new library and museum to be located on Capitol Hill. 
After extensive consultations with the librarian, draw- 
ings were made by the architects and a site has been 
selected for a new Army Medical Library Building on 
Capitol Hill adjoining the Library of Congress. This 
structure has a definite place among the projects out- 
lined by the Fine Arts Commission of the District of 
Columbia as a part of the postwar program. At present 
the library is directed by Col. Leon L. Gardner, and Mr, 
Wyllis E. Wright is the librarian. No doubt Congress 
will soon be asked to make the necessary appropriation 
for completing the construction of the new library and 
for the transfer of its contents to the new building. A 
recent service by the Army Medical Library is the offi- 
cial publication of the current list of medical literature, 
which presents each week a general view of the contents 
of the periodicals received in the library. This has been 
an invaluable service to those in the field of medical 
research. Physicians who are interested in continuing 
the advance of medical science in this country will do 


vil 
194¢ 


VoLtumeE 130 
NuMBER 15 


CURRENT 


well to support in every way possible the speeding of 
the completion of the library so that its services may 
be more and more available, not only to the research 
worker, but to the practicing physician. 


DIISOPROPYL FLUOROPHOSPHATE (DFP) 


Among the interesting subjects discussed at the 
recent session of the Federation of American Societies 
for Experimental Biology at Atlantic City was diiso- 
propyl fluorophosphate (DFP). Investigators from 
the Chemical Warfare Service at the Edgewood Arsenal 
and from various collaborating institutions participated 
in a symposium devoted to the current status of this 
interesting compound. Diisopropyl fluorophosphate 
appears to produce an irreversible inhibition of the 
enzyme cholinesterase, in contrast to the reversible 
inhibition produced by physostigmine and neostigmine. 
This property makes it interesting to the neurophysiolo- 
gist as a tool for determining the role acetylcholine and 
its hydrolyzing enzyme may play in conduction of the 
nerve impulse. Two groups of workers have employed 
it for this purpose, obtaining apparently discrepant 
results. Consequently final decision as to this funda- 
mental question cannot be made at the moment. In 
addition to its role as a tool in research, its potential 
usefulness as a therapeutic agent was also discussed, 
particularly with reference to myasthenia gravis and 
glaucoma. Injected intramuscularly into patients with 
myasthenia gravis, it relieved the weakness of such 
patients for longer periods than neostigmine, but not 
to as high a degree. Instilled locally in human eyes, 
it produces a prolonged miosis with a decrease in intra- 
ocular tension for from four to eight days. Used for 
patients with glaucoma it was frequently effective when 
both physostigmine and pilocarpine failed. These pre- 
liminary results do not permit a conclusion as to its 

ultimate role in the medical treatment of either of 
these conditions but give great promise that a valuable 
therapeutic agent may be the by-product of research 
undertaken for strictly military purposes. 


ASSOCIATED MEDICAL CARE PLANS 


Under the Organization Section in this issue (p. 
1036) of THe JouRNAL appear the details of the incor- 
poration of Associated Medical Care Plans. Thus the 
official step has been taken to make effective the resolu- 
tion adopted by the House of Delegates at the last 
annual session of the American Medical Association 
leading to the coordination of existing plans into a 
national plan and at the same time permitting to the 
individual state plans autonomy in. their operations. 
Arrangements have already been made for sessions of 
the board of directors of the corporation so that it may 
begin actual functioning in the near future. Physicians 
who are interested in the extension of the voluntary 
medical care plans. should familiarize themselves with 
the nature of this organization and its method of 
functioning. 


COMMENT 1019 
SEWAGE POLLUTION AND POLIOMYELITIS 
Although there is some difference of opinion on the 
relation between the sewage pollution of streams and 
the spread of infantile paralysis, the desirability of 
eliminating stream pollution is unquestionable. The 
Izaak Walton League of America has issued a pam- 
phlet' written by Dr. Edward A. Piszczek, director 
of the Cook County Department of Public Health, 
on the apparent relation between pollution of the 
Desplaines River in northern Illinois and the develop- 
ment of poliomyelitis. The Izaak Walton League thus 
joins with the National Foundation for Infantile Paral- 
ysis in aiming to bring about a speedy abatement of 
sewage pollution of streams. Specifically the league 
endorses the Clean Streams Bill introduced into the 
House of Representatives and the Senate. Without 
evaluating the technical details of these’ measures, the 
medical profession can endorse the principle of main- 
taining the purity of the streams of this country. 


BLOOD CIRCULATION OF PROMINENT 
ATHLETES 


Arne Andersson and Gunder Hagg, both holders of 
world’s records in long distance running, were subjected 
to detailed examination of the circulation. Gunder Hagg 
is a 2+ year old Swede who has broken seven world’s 
records for various distances from 1,500 meters to 
5,000 meters. Arne Andersson was a rival and prac- 
tically equally great runner, who disputed with Hagg 
principally in the summer of 1944. The examination 
of Hagg was made on Oct. 2, 1942 and of Andersson 
on Feb. 5, 1944. Nylin’s? report of the investigations 
indicated that both could be considered healthy and 
without any defect whatever from the clinical point of 
view. Both exhibited a high stroke volume and a some- 
what greater heart volume at rest, which resulted in a 
normal index of heart volume over stroke volume of 
10.8 for Hagg and 10.2 for Andersson. Hagg’s exami- 
nation revealed an elastic heart which reacted with 
decrease in volume in Valsalva’s experiments, an extreme 
respiratory arrhythmia after heavy work and remark- 
ably normal oxygen after heavy work. In Andersson’s 
case the blood pressure rose to remarkably high levels 
with heavy work and the heart rate to a maximum of 
198 beats per minute. Nylin reported that the results 
of these examinations did not definitely explain the 
remarkable performance of the athletes under study 
though there is ample evidence of good training. His 
tentative conclusion is that these athletes differ from 
ordinary healthy persons by reason of an extremely 
well developed technic and judgment. This theory can- 
not be accepted until other and more extensive com- 
parative studies on athletes have been made, but it will 
be extremely interesting to determine whether excep- 
tional athletic ability like that of Hagg and of Andersson 
is the result of innate physical attributes or primarily of 
special training measures. 


1. Pollution and Polio, the Izaak Walton League of America, Chi- 
cago 2. 
- 1, Nylin, Gustav: Investigations on the Blood Circulation of Gunder 
Hagg and Arne Andersson, Cardiologia @: 313, 1945. 
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MEDICINE AND THE WAR 


NAVY 


NAVAL MEDICAL OFFICERS COMMENDED 


Secretary of the Navy James Forrestal recently commended 
a number of key personnel in the Bureau of Medicine and 
Surgery for meritorious performance of duty during the war 
period. 

Medical officers who have been commended include: 

Capt. Robert A. Bell (MC), U.S.N. (Spearville, Kan.) for 
formulation of policies concerning physical standards with rela- 
tion to efficient mobilization and maximum utilization of naval 
personnel. 

Comdr. S. A. Britten (MC), U.S.N.R. (Syracuse, N. Y.), 
officer in charge of the Tuberculosis Control Section and organ- 
izer of an effective tuberculosis control program in the Navy. 

Capt. James B. Butler (MC), U.S.N. (Washington, D. C.), 
who was commended for his supervision of the design of medical 
facilities ashore and afloat as head of the Design and Con- 
struction Branch, Planning Division. 

Comdr. J. W. Ferree (MC), U.S.N.R. (New York) for out- 
standing performance of duty while serving as officer in charge 
of venereal disease control. 

Comdr. H. P. Hopkins (MC), U.S.N.R. (Chatham, Mass.), 
officer in charge of the Section of Tropical Disease Control; 
who was responsible for development and testing of new equip- 
ment aid methods for insect control. 

Capt. Frederick R. Lang (MC), U.S.N.R. (New York), 
officer in charge of the Division of Medical Statistics. His 
commendation was given for outstanding performance of duty 
as assistant naval attache, assistant attache for air and staff 
medical officer at the United States embassies at Kuibyshev 
and Moscow from April 3, 1942 to July 27, 1944. “During 
bombing attacks,” the commendation reads, “he courageously 
and efficiently treated the wounded under fire and, determined 
to further research and advance the effectiveness of his profes- 
sion, persisted in his medical efforts until he contracted typhus.” 

Capt. Howard H. Montgomery (MC), U.S.N., (Washington, 
D. C.,) who was cited for outstanding performance of duty, first, 
as head of the Division of Physical Requirements and Medical 
Records and, later, as organizer of the Navy’s medical rehabili- 
tation program. 

Lieut. Comdr. Mary D. Pettit (MC), (W), U.S.N.R. (Albany, 
N. Y.), who served as special assistant to the Surgeon General 
on problems affecting the Women's Reserve. 

Comdr. Henry A. Schroeder (MC), U.S.N.R. (Bethesda, 
Md.), who, as a medical liaison officer between the Bureau of 
Aeronautics and the Bureau of Medicine and Surgery was 
instrumental in the development and production of antiblackout 
suits for naval aviators. 


NEW YORK UNIVERSITY COLLEGE OF 
MEDICINE CITED 


A Certificate of Commendation for service in the war effort 
was recently awarded to the New York University College of 
Medicine by the Navy Department. The citation accompanying 
the award, which was presented to Acting Dean Sheehan by 
Vice Admiral Ross T. McIntire, Surgeon General of the Navy, 
said “The Bureau of Medicine and Surgery wishes to take 
this opportunity to congratulate you and the members of your 
faculty for your outstanding contribution to the war effort and 
to medical education. . . . The Medical Department of the 
Navy greatly appreciates your continuous cooperation and 
assistance in all matters of vital importance to this bureau. 
I feel that medical schools have given a most distinguished 
service which has had considerable effect on the war effort... .” 
“T am proud,” he continued, “to present to you a Certificate of 
Commendation. I want you to know that the personnel of the 
Medical Department of the Navy joins me in expressing sincere 
appreciation of your splendid cooperation and assistance in 
handling our medical personnel war problems.” 


NAVY AWARDS AND COMMENDATIONS 


Captain William Drew Small 

The Legion of Merit was recently awarded to Capt. William 
D. Small, formerly of Scarsdale, N. Y., “for meritorious con- 
duct in the performance of outstanding service in the Logistics 
Division, on the staff of the commander in chief, United States 
Pacific Fleet and Pacific Ocean areas, from Dec. 19, 1943 to 
Sept. 1, 1945. As assistant tS the chief of the medical section 
until Jan. 19, 1945, and subsequently as deputy fleet medical 
officer and chief of the medical section, Captain Small displayed 
outstanding administrative ability, initiative and diligence in 
the formulation of policies concerning care and treatment of 
the sick and injured and the health of personnel, and in the 
planning and execution of a program for medical supply, evacua- 
tion and hospitalization of casualties, and epidemic disease con- 
trol in the Pacific. His professional excellence and devotion 
to duty were material contributing factors in the successful 
prosecution of the war against the Japanese Empire and were 
at all times in keeping with the highest traditions of the United 
States Naval Service.” Dr. Small graduated from Bowdoin 
Medical School, Brunswick, Maine, in 1918 and entered the 
service April 8, 1919. 


Captain Francis J. Braceland 

The Legion of Merit was recently presented to Capt. Francis 
J. Braceland for “wartime services to the Bureau of Medicine 
and Surgery.” The citation accompanying the award specified 
“exceptionally meritorious conduct in the performance of out- 
standing services to the government of the United States as 
special assistant in psychiatry to the Surgeon General of the 
Navy and later as chief of the division of neuropsychiatry, 
Bureau of Medicine and Surgery, from January 1942 to October 
1945. Possessing an international reputation in the field of 
psychiatry, Captain Braceland was responsible for the procure- 
ment and training of medical officers and enlisted personnel to 
adequately establish psychiatric services to all naval hospitals 
in the United States and the advanced bases. .His medical 
knowledge and ability contributed immeasurably to the welfare 
of the Naval Medical Corps during these critical years.” Dr. 
Braceland graduated from Jefferson Medical College of Phila- 
delphia in 1930 and entered the service in June 1942, 


Lieutenant Commander Russell M. Jensen 

Lieut. Comdr. Russell M. Jensen in the U. S. Naval Reserve 
on inactive duty was recently awarded the Navy Unit Com- 
mendation for services rendered on Dec. 7, 1941 at Pearl Har- 

r. The commendation reads “By virtue of your services in 
the unit during the above period (Dec. 7, 1941) you are hereby 
authorized to wear the Navy Unit Commendation Ribbon, which 
is transferred herewith. This authorization has been made a 
part of your official record in the Bureau of Naval Personnel. 
The commendation is used by direction of Chief of Naval Per- 
sonnel W. C. Palmer Jr., Lieutenant Commander, U.S.N.R.” 
Dr. Jensen was on duty in the naval hospital at Pearl Harbor 
at the time of the attack by the Japanese and remained in 
Hawaii and the Midway Islands until October 1943, when he 
was transferred to the United States for duty at the Naval 
Hospital, Oceanside, Calif. He graduated from Northwestern 
University Medical School, Chicago, in 1936 and entered the 
service Feb. 4, 1941 


SWEDISH NAVAL MEDICAL CORPS 
OFFICER VISITS UNITED 
STATES 
Commodore Herbert Westermark, medical inspector of the 
Swedish naval medical corps, recently spent a month in the 
United States studying and inspecting naval medical facilities. 
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ORGANIZATION SECTION 


THE WAGNER-MURRAY-DINGELL BILL 


Hearings on S. 1606—To Provide for a National Health Program 


(Note.—This is a condensation of the verbatim report of the 
hearings.—Eb.) 


United States Senate, Committee on Education and Labor. 
Aprit 2, 1946 


The Honorable James E. Murray, ‘aleeedl Presiding 


Present: Senators Murray, Thomas, Pepper, Wagner, 


Taft and Smith. 

Aso Present: The Honorable John F. Dingell, a Repre- 
sentative in Congress from the state of Michigan. 

SENATOR Murray: I wish to insert in the record of the 
hearings the President’s Health Message, the National Health 
Bill, S. 1006, copies of correspondence between President Tru- 
man and myself relative to certain amendments proposed by 
Mr. William Green, president of the American Federation of 
Labor, and fourthly, reports on the National Health Bill from 
a number of federal agencies including the Bureau of the 
Budget, the Federal Security Ad strator and the Secretary 
of Commerce. Seven years ago, in April 1939, this committee 
had referred to it the first comprehensive bill for a national 
health program, S. 1620, introduced on Feb. 28, 1939 by the 
distinguished Senator from New York, Mr. Robert F. Wagner. 
Through a subcommittee, of which I had the honor to be 
chairman, we held extensive hearings, heard many witnesses 
and received many statements on health conditions, needs and 
proposals. Early in August 1939 I made a preliminary report 
for the committee in which I summarized the results of the 
hearings on S. 1620. It was already late in the Congressional 
session and there were some unresolved problems concerning 
the bill. Consequently the committee could only record its 
intention to report out an amended bill at the next session of 
the Congress. 

We were convinced at the end of 1939 that there were large 
unmet health needs in this country, that the federal government 
had an obligation to help meet those needs, and that this could 
and would be done. 

Our intention to proceed with national health legislation 
early in 1940 was, however, frustrated by a catastrephic event. 
The war in Europe was gathering momentum and its threats 
to our national security were becoming clearer and clearer. 
As the clouds of war rolled over us and finally engulfed us, 
comprehensive national health legislation had to be laid aside, 
to await the end of the war. 

We did consider a limited program in 1940. The National 
Hospital Act of that year, S. 3230, introduced by Senators 
Wagener and George, providing federal grants for the construc- 
tion of some needed hospitals and making limited grants toward 
their maintenance, was considered. After hearings on the bill, 
I reported it favorably from this committee and it was passed 
by the Senate. Unfortunately, it failed to receive active atten- 
tion in the House of Representatives. 

Between 1941 and 1945 we have had many health measures 
before us dealing with special problems. Other bills containing 
health programs to be developed as parts of social security 
and related programs were also pending before other com- 
mittees of the Senate. 

During the war years our Special Subcommittee on War- 
time Health and Education did a magnificent job, studying 
and reporting on special problems and needs precipitated by 
the war. The nation owes a real debt of gratitude to Senator 
Pepper, chairman of that subcommittee, and to the other mem- 
bers, Senators Thomas, Tunnell, LaFollette and Wherry, for 
the comprehensive, thorough and penetrating work they have 
done. More recently Senator Pepper and other members of 
the Committee om Education and Labor have also carried 
forward the work on health problems through our legislative 
subcommittee on public health. . 


The hearings held by the subcommittees and the reports 
prepared by Senator Pepper and his able committee will long 
continue to be invaluable sources of information and helpful 
guides for constructive health plans. The public health laws 
of the United States were completely recodified in 1944, making 
somewhat more ample provisions for various public health 
programs. 

Last year this committee had before it a bill proposing the 
first step toward a comprehensive national health program, 
including federal grants to survey hospitals and public health 
centers, to plan the construction of additional facilities and to 
assist in such construction. That bill, S. 191, introduced on 
Jan. 10, 1945 by Senators Hill and Burton, was considered in 
public hearings extensively and extensively revised and reported 
favorably by this committee on Oct. 30, 1945 and passed by 
the Senate Dec. 11, 1945. It is now being considered by the 
Committee on Interstate and Foreign Commerce in the House. 

Thus it is clear that extensive studies and deliberations 
have been devoted to national health legislation over a period 
of seven years. Many important bills have been considered 
and sume have been or are in the process of being enacted. 
Thus while this is true it is also true that most of the main 
health problems, the basic problems that clamrored for atten- 
tion and action in 1939, are still unsolved. The principal unmet 
health needs of the last years before the war are still unmet 
and the war has made some of them more serious and more 
acute. 

The bill which is now before us transcends all of the earlier 
bills in importance. It represents a logical culmination of the 
vast amount of work already done in planning for the nation’s 
health. It offers a constructive program for assuring to all of 
the population the medical care that we all look forward to 
having in the future. 

On November 19 President Truman submitted to the Con- 
gress his recommendation for a comprehensive and modern 
health program for the nation, consisting of five major parts, 
each of which contributes to all of the others. 

The five parts are (1) federal grants for construction of 
hospitals and related facilities, (2) expansion of public health, 
maternity and child health services, (3) federal grants for 
medical education and research, (4) establishment of a national 
social insurance system for the prepayment of medical costs 
and (5) expansion of our present social insurance systems to 
furnish protection against loss of wages from sickness and 
disability. 

On the same day the National Health Bill, S. 1606, was 
introduced in the Senate by Senator Wagner and myself and 
in the House of Representatives by Representative John F. 
Dingell of Michigan. This bill provides for three of the five 
points of the Presjdent’s program, namely expansion of public 
health, maternity and child health services, more adequate 
funds for medical education and research and a system of pre- 
paid medical costs. Federal aid for the construction of hos- 
pitals and related facilities, the first of the President's five 
points, had already been provided for in the Hospital Survey 
and Construction Act which passed the Senate in December 
1945 and is now before the House. Insurance benefits to 
compensate for loss of wages during periods of sickness and 
disability, the President’s fifth point, is provided for in the 
general Social Security Bill now pending before the Finance 


Committee of the Senate and the Ways and Means Committee 


of the House. 

Thus far hearings have been scheduled only for the month 
of April. The witnesses who will appear during the course of 
these hearings are representatives of national organizations, 
both for and against the bill, and spokesmen of the federal 
agencies most directly concerned with the health program. 

Arrangements have already been made with the Legislative 
Reference Service of the Library of Congress to have a 
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research analyst prepare a weekly summary of all testimony 
and written statements. These summaries will be available 
to the public and will also facilitate committee consideration 
of the views and recommendations presented to us. 

During recent years there has been extensive, and sometimes 
intensive, controversy over the question of whether we should 
have compulsory health insurance. These hearings will pro- 
vide a new occasion—perhaps the best opportunity yet afforded 
—for all the issues in this controversy to be thoroughly exam- 
ined. These hearings offer a challenge to all who participate, 
a challenge that can be successfully met only by a sincere 
determination on the part of every one to try to understand 
the other man’s point of view and to examine the problems 
in the light of facts rather than through slogans or prejudices. 

I would like at this time to call attention to an editorial 
which appeared in the Post this morning, which discusses this 
situation in the country, where people sometimes instead of 
discussing these problems intelligently and dealing with facts 
go outside the facts and attempt to charge that some of these 
progressive measures that are being advocated in the Senate 
are Communistic or Socialistic. I would recommend that 
everyone read that editorial in the Post this morning. 

I am confident that— 

Senator Tart: I think it is very Socialistic, so I disagree 
entirely with the editorial. I think that you might have that 
to start with; if you are going to make a partisan statement, 
I am going to make one. 

SENATOR Murray: I did not make a partisan statement. 

Senator Tart: But if you are going to give a rebuke to 
people who consider it Socialistic, I consider it Socialism. It 
is to my mind the most Socialistic measure that this Congress 
has ever had before it, seriously. 

SENATOR Murray: I do not understand where you get the 
notion that I was giving any rebuke, I merely was calling— 

SENATOR TAFT: You were commending the Post for rebuk- 
ing those who called it Socialistic and a Socialistic measure. 

SENATOR Murray: I was merely calling upon the people 
to consider these matters without going outside the facts and 
resorting to abuse like you sometimes do when we have 
measures like the Full Employment Bill on the floor. You 
charged that to have been taken out of the Constitution of the 
Soviet Republic. 

Senator Tart: It was, and Congress fortunately took out 
all of that part and passed a very good bill by means of the 
efforts of the minority of this committee, and not your efforts. 

SENATOR Murray: I want to tell you that they passed a 
good bill because we stood by our guns and you voted for it 
too and then afterward tried to charge it with being a Com- 
munistic movement, which was absolutely false and you have 
not been given any great credit in the country for your actions 
in that matter. 

Senator Tart: On the floor of the Senate we adopted 
every principal amendment that the minority of this committee 
tried to put in, which you refused to accept and which the 
Senate adopted. And after the Senate adopted all of our 
amendments I voted for the bill because it then was a sound 
bill. 


Senator Murray: I want to say that nothing of the kind 
occurred. You changed the name of the bill from “Full 
Employment” to “Maximum Employment,” and I cannot under- 
stand the difference in meaning from “Maximum Employment” 
to “Full Employment.” 

SENATOR Tart: That is a minor feature., 

SENATOR Murray. You were attempting to confuse the 
minds of the people on a bill that was very worthy and very 
valuable to this country. 

Senator Tart: We obtained everything that we wanted. 

SENATOR Murray: I do not propose to let you bluff me 
on anything. Now, you think that you are going to get away 
with it, but you are not going to get away with it with me. 
You are not going to make a grand-stand play. 

SenAtor Tart: Not at all. You started it. 
have said a single word about it. 

SENATOR Murray: You had so much gall and so much 
nerve that you would not let me complete my statement. I 
would have been glad te give you an opportunity to express 
yourself as far as you wished, but you are very impolite, you 
are very sarcastic, and I do not think that you are making 
any success with it. 

Senator TAFt: Mr. Chairman, I think that you are the 
one that is being impolite. 


I never would 
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SENATOR Murray: I am the chairman of this committee, _ 
and I want you now to subside and let me go ahead with this 
hearing. 

Senator Tart: You are so polite, Mr. Chairman, that I 
accede to your ruling. 

SENATOR Murray: I want you to shut down right now or 
I will call the officers here and have you removed from the 
room, if you are going to make a rough-house out of it. 

SENATOR Tart: Mr. Chairman, I want— 

SENATOR Murray: You think that you are pretty smart, a 
good bluffer and a bulldozer, but you cannot get away with it. 

Senator Tart: I think if that is the spirit in which you 
are going to conduct these hearings— 

“SENATOR Murray: You are expressing the spirit. 

Senator Tart: You started it. You started your statement 
with an attack upon the opponents of the bill, an have a 
perfect right to reply to it, and I have done so courteously, 

SENATOR Murray: You have no right to interrupt me in 
my statement here. You have no right to interrupt me. You 
are very impertinent and very unfair, and I do not think that 
you are creating any good impression on the people here that 
are listening to these proceedings. 

SENATOR Tart: Well, Mr. Chairman, you showed your 
intention to conduct this solely asa propaganda machine. This 
hearing is just a propaganda machine, and that is all right 
with me. That is your right, you are the chairman of the 
Committee, and I am perfectly agreeable to it. 

SENATOR Murray: That is one of the things that the 
editorial is reprimanding here this morning. Everything that 
has been attempted to be done for the welfare of the American 
people has men like you coming along charging it with being 
Communistic. Nothing, as_ this editorial says, has done so 
much to raise the Communists’ prestige in this country as the 
habit fallen into by a few of attributing to the Communists 
everything that is progressive. Communists do not deserve 
such kudos; “progressivism” is thoroughly American and 
thoroughly a democratic characteristic. But you want to make 
out that every effort on the part of the people of this country 
to make some improvement is Communistic. 

Senator Tarr: Mr. Chairman, I did not call it Commu- 
nistic, I called it Socialistic. 

SenatoR Murray: You charged the Full Employment 

Senator Tart: That it came right out of the Soviet con- 
stitution, that is all that I said. I read it on the floor. 

Senator Murray: Which was absolutely false and you 
know it. 

Senator Tart: Not at all. 

neem Murray: And you are going to make a political 
play— 

Senator Tart: The words came right out of the Soviet 

constitution. However, that is a minor question. 
_ SENATOR ‘Murray: I just want to say that you are reflect- 
ing your general habit and conduct here this morning that 
you do every time a progressive measure is up for consider- 
ation in the United States Senate. 

Senator Tart: Mr. Chairman, your politeness is so great 
that I think that I should state that I intend to present to 
this committee a comprehensive plan for health and federal 
activity in the health field which I consider is not Socialistic. 

SENATOR Murray: Wait until I get through with my state- 
ment, and then you can present anything that you please. 

Senator Tart: I did not want to interrupt you, but it 
seemed to be a conversation, so 1 will wait until you get 
through. 

SENATOR Murray: I am confident that when these hear- 
ings are concluded there will be less conflict and more agree- 
ment on what the federal government should do, so that the 
full benefits of modern medicine can be brought within the 
reach of all of our people. Among the unsung heroes and 
heroines of World War II are the members of the medical 
profession. On the battle front are doctors, dentists, nurses, 
corpsmen who wrought miracles of medical care. On the home 
front, those who remained to serve the civilian population 
performed patiently and perseveringly under a work load of 
unprecedented proportions. Now that the war is over, another 
task of heroic proportions confronts the medical professions, 
to bring the full gamut of preventive, diagnostic and thera- 
peutic health services within reach of the fifteen or more 
million men and womep who served in the armed forces, the 
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civilians who backed them up on the homefront, and the 
families of both. It is my hope that the work of this com- 
mittee will result in a national health program that will open 
for the public a new chapter in man’s age old quest for health 
and vigor and will give the professions and the hospitals a 
new and larger opportunity to serve the public in their bene- 
ficient work. We have here this morning with us two other 
authors of the bill, the chief author being Honorable Robert 
Wagner, United States Senator from New York, and I wish 
to call on Senator Wagner at this point. 

SENATOR TAFT: I would like to make a statement, and I 
have to leave for the mark-up on the Housing Program Bill. 

SENATOR Murray: No, you will not make a statement now. 

SENATOR Tart: I stand on my right to make a statement 
in this committee, and now either that or I will take the whole 
matter on the floor and describe the spirit in which you have 
conducted this hearing, in which you are proposing to conduct 
this hearing, and all I wish to make is this statement. 

SENATOR Murray: You can have an opportunity to make 
your statement at the proper time. This meeting was scheduled 
and the next witness is Robert Wagner, and he will make his 
statement and Mr. Dingell of the House will make his state- 
ment, and then you can make your statement, and I am going 
to regulate this hearing in that form. 

Senator Tart: I am a member of the committee, and I 
demand the right to make a statement. I have to attend the 
hearings on the mark-up on the Wyatt Housing Bill, which 
is being considered in the Banking and Currency Committee, 
and all I wish to say, and it is very simple, is that— 

SENATOR MurRAY: This hearing will be going on for a month 
or six weeks, and you will have plenty of time to make your 
statement. 

Senator Tart: You have used this as a method of propa- 
ganda, of your statement, and I propose to make a statement. 

SENATOR MurrAy: That is a falsehood, that is slander, and 
that is in line with your general conduct. I resent it. 

SENATOR TAFT: You can resent it all you like, and I don't 
resent anything that you say. 

SENATOR Murray: I resent your further interruptions, and 
I will not consent to them. 


Senator Tarr: Mr. Chairman, I propose— 

SENATOR Murray: I will have to demand that you—- 

Senator Tart: I intend— 

Senator Murray: I will have to demand that you subside. 
I am not going to permit you to run this committee. 

Senator Tart: Mr. Chairman, I want— 

Senator Murray: As long as I am chairman of this com- 
mititee, you are not going to come in here and start this kind 
of thing. 

SENATOR Tart (to the reporter): I hope that you get all 
of this, because I want to take it to the floor. 

SENATOR MurRRAY: You can take it anywhere you want. 

Senator Tarr: All I intend to do is to— 

SenaToR Murray: You can take it to the National Repub- 
lican Committee or any place you want to. 

Senator Tart: I intend to present to this committee a bill 
providing— 

SENATOR Murray: Now, you can make that statement at 
the proper time. You are not going to make that statement now. 

Senator Tart: Mr. Chairman, I have a right to make a 
statement to this committee, and I have never heard of a chair- 
man of a committee refusing to recognize a member when he 
asked to make a statement. 

SenatToR Murray: You are hearing one now. 

Senator Tart: I am hearing one now. 

Senator Murray: Because you have been impertinent and 
insulting. 

Senator Tart: Ihave neither been impertinent nor any- 
thing as compared to the chairman. 

Senator Murray: You interrupted me in my statement 
without my consent, and you did not ask me.the privilege, you 
just interrupted. 

Senator Tart: Mr. Chairman, I now desire to state a very 
simple statement that I intend to offer to the Senate and to 
this committee, a comprehensive bill providing for federal aid— 

Senator Murray: You will make that statement at some 
other time, but not at this time, and you are not going to get 
away with this bulldozing that you are attempting here, to 
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come in and disrupt this meeting, and you are not going to get 
any credit for it either with the American people. 

SENATOR TAFT: For federal aid to states as to the operation 
by states of comprehensive— 

SENATOR Murray: You are not going to come in here like 
this. 


Senator Tart: Of comprehensive state medical aid— 


SENATOR Murray: You are interrupting the chairman of 
this committee, and you can shut your mouth and get out of 
here if you do not like the way it is being conducted. 

Senator Tart: To be conducted by the states— 

SENATOR Murray: You are not going to get away with it, 
and I’am not going to let you do it. 

Senator Tart: I move that when you have recovered— 

SENATOR Murray: You may stop taking this. 

(Discussion off the record.) 

_ SENATOR Murray: You have disrupted the committee meet- 
ing, and you have attempted to make something other than a 
dignified meeting by your conduct. You are so self opinionated, 
and you think that you are so important that you think that 
you can come into this meeting and disrupt it. 

SENATOR Tart: Mr. Chairman, I have not the slightest 
attempt to disrupt anything. I asked to make a statement. 

SENATOR Murray: You did not ask to make a statement. 

SENATOR Tart: I just did. . 

SENATOR Murray: You just did. You asked to make a 
statement and then you made it anyway. 

SENATOR SmitH: I feel that the Senator should be allowed 
to make his statement. I think that that is only fair. 

SENATOR Murray: I am not going to disrupt the procedure 
that I have adopted. There are two or three opening state- 
ments that are to go into this record. 

SENATOR SmituH: I think that he should make his statement. 

SENATOR Murray: I told him several times that he would be 
given an opportunity to make a statement. If he wants to come 
in here and act like a Senator and a statesman, he will have an 
opportunity to make his statement at the proper time. 

SENATOR TAFT: That is exactly what I have done, and | 
make the request now to make the statement. 

SENATOR Murray: I will make an answer to that. You 
will be given an opportunity at the proper time to make your 
statement. 

Senator Tart: Mr. Chairman, I am not going to attend any 
more meetings of your committee. e are through, and 
think that every one will know that the report of this com- 
mittee under your chairmanship will be a partisan report which 
can command no support or no respect. 

SENATOR Murray: That is like your general conduct and 
you could not contribute anything to it if you did remain. 

(At this point Senator Taft left the room.) 

SENATOR MurrRAy: Senator Wagner will now make his 
statement. 


Statement of the Honorable Robert F. Wagner, a 
United States Senator from the State 
of New York 

SENATOR WAGNER: Mr. Chairman and members of the com- 
mittee, | am very glad to appear before the committee today 
in support of the National Health Bill which I have introduced 
with Senator Murray and Representative Dingell. The bill is 
designed to establish a national health program along the lines 
set forth by the President in his message on this subject. 


(Senator Wagner described the provisions of the bill.) 


HEALTH INSURANCE IS NOT SOCIALIZED MEDICINE 

Some organized medical groups have criticized a national 
health insurance program on the ground that it involves “regi- 
mentation .of doctors and patients,” “lowered standards,” 
“political medicine” and “socialized medicine” and so on. There 
is absolutely no foundation to these charges. Health insurance 
is not socialized medicine; it is not state medicine. These 
terms have been used by opponents of the bill to confuse the 
issue, which you have so emphasized. 

Health insurance is simply a method of assuring a person 
ready access to the medical care that he or she needs by 
eliminating the financial barrier between the patient and doctor 
or hospital. Under the bill patients are guaranteed free choice 
of doctors, doctors are guaranteed the right to accept or reject 
patients, and hospitals are guaranteed freedom to manage their 
affairs. Specific provision is included in the bill for hearings 
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and appeals on any issues which may arise between doctors, 
hospitals and covered persons. Specific provision is made for 
the judicial review of any disputed issues arising under the 
plan. It is clear, therefore, that the bill does not involve regi- 
mentation of doctors, hospitals or patients. Neither do I believe 
that the doctors of this country will lower the standards of 
medical care simply because they are guaranteed payment for 
their services. 


(Senator Wagner described his part 


laws governing social conditions. 
freedom of choice.) 


in the enactment of 
He. said the bill safeguarded 


FINANCING HEALTH INSURANCE 

There is already pending before the Congress legislation to 
finance the cost of health insurance. On May 24, 1945 I 
introduced with Senator Murray and Representative Dingell 
a comprehensive social security bill (S. 1050 and H. R. 3293) 
providing for social insurance contributions for all social insur- 
ance programs. This bill was drafted on the assumption that 
3 per cent of payrolls (up to $3,000 per year) would be 
allocated for health insurance of which one half would be 
paid by employers and the other half by employees. In other 
words, 1.5 fp cent of payrolls would be contributed by employ- 
ers and 1.5 per cent by employees. The bill also provides that 
the additional cost above 3 per cent due to the gradual intro- 
duction of dental and ¢home nursing services would be financed 
out of general revenues. 

I have been asked many times why the premiums for health 
insurance were not included in the National Health bill, S. 1606, 
and I should like to clarify the situation for the record. 

Under the Constitution, all revenue bills must originate in 
the House of Representatives. This means that the House must 
consider and pass revenue legislation before the Senate. In 
order that the health insurance legislation can be considered 
and passed by the Senate without waiting first for House 
action, it was necessary to consider the benefit and revenue 
provisions separately. 

This separation of legislation between the revenue and 
benefit aspects is in keeping with previous practice. In both 
1935 and 1937 legislation relating to railroad retirement was 
considered and enacted in this way. I was one of the authors 
of that bill too. 

Another reason for separating the benefit and revenue pro- 
visions is that under present arrangements in Congress different 
committees are concerned with these two matters. In the 
Senate, for instance, the Committee on Education and Labor 
handles all health legislation such as the Hospital Survey 
and Construction Bill, and the Public Health Service Act. The 
many technical problems involved in revenue legislation are 
handled by the Senate Committee on Finance. Similarly, in 
the House of Representatives health matters are handled by 
the House Committee on Interstate and Foreign Commerce, 
but revenue matters are handled by the House Committee on 
Ways and Means. The financial details relating to the raising 
of the revenue for the plan raises many special problems which 
have a bearing on existing income taxes and payroll contribu- 
tions and should be considered in relation to these laws. 

In terms of priority it is essential that the benefits should 
be given consideration first. If the Congress thinks that health 
insurance benefits should be provided, then the method of 
financing can be worked out in terms of the scope and char- 
acter of the medical care provided. 


Statement of the Honorable John D. Dingell, a Repre- 
sentative in Congress from the State of Michigan 

Mr. Dincett: I want to confine my remarks today to the 
health insurance provision—title II of the bill—pending before 
this committee because that is the part 1 presume you are going 
to hear most about during these hearings. That is the part 
against which the American Medical Association and its satellite 
organization the National Physicians Committee has been shoot- 
ing its poison gas desigitd for the sole purpose of confusing 
and misleading the American people in order to preserve the 
monopoly which it exercises over the health of the American 
people. 

They have been releasing their stream of propaganda against 
this measure right along and laying a deadly barrage for the 
purpose of creating fear and confusion among the people. 
The object is to perpetuate a system which is outmoded. The 
American Medical Association— 

Senator SMitH: I just want to register an objection 
to an attack on the opponents of the bill as being wrongly 
motivated at this point. I am not objecting to the bill at the 
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moment, but I do not like to start off with damning your 


enemies. I want to hear a constructive presentation of what is 
here and not what others may think about it. 


Mr. Dincert: May I be permitted to ask the question 
whether I, as a member of the House, must come here and 
have a Senator purge my statement? That is my opinion, 
whether I am right or wrong. 

SENATOR Murray: The Senator has concluded his objection, 

Senator Smitu: I did not intend to hurt the witness's 
feelings. 

Mr. Dincett: Mr. Chairman, I submit that my opinions as 
contained in my statement are not subject to censorship by 
Senator Smith, whether he agrees with my views or not. As 
a member of the House of Representatives, I will not be sub- 
jected to the purging of my expressions. The statement will 
appear in the committee hearings unexpurgated or not at all. 
I am not insistent that the Senator agree with me. These 
statements, however, “re my views. 

Am I privileged to go ahead and make my statement? 

SeNAToR Murray: You may proceed. 


Mr. Dincett: The American Medical Association and the 
National Physicians Committee have attacked the health insur- 
ance provisions of the bill as “socialized medicine,” “state 
medicine” and “political medicine.” In my opinion those who 
peddle such nonsense are either wofully ignorant or inexcusably 
rigid in their stand-pat attitude. I say this because any one 
who studies the bill carefully, section by section, and line by 
line, will find that these charges are not true. 

I want to warn members of the committee that the health 
insurance features of this bill have been the subject of more 
wilful misrepresentation and misinformation than any other piece 
of legislation I have ever seen presented in all my thirteen years 
in Congress. 

The National Physicians Committee, formed specifically to 
preserve the A. M. A.’s tax-exempt status under the income 
tax laws, is spending hundreds of thousands of dollars to circu- 
late false statements to try to defeat the health insurance 
provisions of the bill. It is collecting money under the false 
pretext that contributions to it “should be deductible” from 
income taxes by individuals who contribute. As a member 
of the House Ways and Means Committee responsible for 
drafting our tax laws, I believe that the National Physicians 
Committee's statement to this effect is deliberately misleading 
and any such deduction is a violation of existing law which 
should be investigated by the Treasury Department. 

The A. M. A. and the National Physicians Committee have 
the right to oppose this bill or any bill, to make its views 
known, and to spend as much money as they want to try to 
defeat this bill. But it should be clear that the American 
Medical Association in the field of medical economics does not 
come into the court of public opinion with clean hands. The 
American Medical Association’s attempt to kill voluntary 
health insurance plans was finally stopped by the U. S. Supreme 
Court only after the A. M. A. was convicted of engaging in 
illegal activities in restraint of trade under the Sherman Anti- 
Trust law. 

The false information which the A. M. A. circulated against 
the British health insurance system has been repudiated by the 
secretary of the British Medical Association, who said: that 
the A. M. A. pamphlet on “Health Insurance in England” 
“contains only a succession of distorted and confused facts and 
a partisan selection of opinions. . . Almost every page of 
the pamphlet provides matter for criticism on the score of 
inaccuracy or unfair presentation.” 

I predict that members of this committee, like members in 
the House, will be bombarded with similar false propaganda 
against the bill. My experience is that I cannot keep abreast 
of the volume of propaganda against the bill. 


PUBLIC OPINION POLLS 

As to public opinion polls, numerous public polls taken during 
the past eight years have shown that the American people are in 
favor of health insurance. I would like to include in the record 
a summary of the most important polls taken on this subject. 

Last year the American Medical Association had to come 
out flat-footed for, voluntary insurance. It finally had to be 
for something constructive. One of the types of voluntary 
insurance it now endorses is the insurance sold by private 
companies. The administrative costs for this kind of insurance 
now average about 45 per cent of the premiums. I repeat, the 
administrative costs for this kind of insurance now average 
about 45 per cent of the premiums paid by the insured. Just 
think of it! Forty-five cents out ow every dollar of premiums 
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collected never come back to the beneficiary or his family in 
health benefits. That is not the extreme example, some indi- 
vidual companies have administrative costs of 60, 70 or 80 
per cent of premiums collected. This is the tribute which 
an employee must now pay if he wishes to enjoy the doubtful 
privilege of voluntarily buying private health insurance. 

Irrespective of whether the individual purchases his protection 
from a private insurance company or through a plan controlled 
by a state or county medical society, he rarely gets complete 
medical care. Existing contracts have all the usual ifs, ands 
and buts in them. The contract tells you when, where and 
how you must get sick in order to be eligible for the contract 
benefit. If you get sick when you only need a doctor at home 
or at his office, such medical care isn’t covered by the contract. 
You have to be sick enough to go to the hospital. There are 
innumerable exclusions, limitations, deductions, exemptions of 
the kind you find in the small print in many health insurance 
policies, 

Let me illustrate from the voluntary plan we have in my own 
State of Michigan. 

(Congressman Dingell presented his analysis of the Michigan 
plan.) 

Mr. DinGeLvt: Is compulsory health insurance such a radical 
idea as the A. M. A. and the N. P. C. say it is? 

If these charges are true how is it that such eminent, business 
men as Gerard Swope of General Electric Company, David 
Sarnoff of RCA, and a number of other businessmen, bankers, 
publishers and individual doctors and dentists have endorsed 
compulsory health insurance as “a thoroughly American Plan, 
consistent with our tradition of using government to aid the 
people in doing things for themselves.” 

The principle of compulsory health insurance is no longer a 
partisan issue. * President Truman has endorsed the idea clearly 
and unequivocally in his special message to the Congress on a 
national health program. 


(Congressman Dingell quoted a statement by Governor Warren.) 

The man who said that was Governor Earl Warren of 
California—a Republican. I congratulate Governor Warren 
on his outstanding political insight. He knows that the Amer- 
ican people want health insurance. He knows that the bugaboo 
of compulsory health insurance burst in California and that 
it will not scare anybody; that voluntary insurance cannot 
solve the problem. He knows that it is good sense to advocate 
compulsory health insurance. 

One charge made by the American Medical Association 
against the bill is that the Advisory Council is merely “advisory” 
to the Surgeon General. In other words, the American Medical 
Association implies that if you put a majority of doctors in 
control of the Council and make the Council’s actions binding 
on the Surgeon General—why, then they would be in favor of a 
national health insurance plan. want to be frank about this. 
As one sponsor of this bill I would fight with all the energy 
in me to prevent passage of a health insurance bill that put 
control of the fund under the American Medical Association 
or any other private organization, however reputable it may be. 

The charge that the Advisory Council in the bill is just a 
puppet Council is ridiculous. Let me show you. 


(Congressman Dingell quoted from the bill.) 

These provisions assure that there will not be any dictatorship 
or regimentation under the bill as the National Physicians 
Committee falsely claims. 

SENATOR Murray: Thank you, Mr. Dingell. 


SENATOR WAGNER: May I congratulate Congressman Din- 
gell on his very persuasive statement. I wish the people 
woulg read it. They would be persuaded. 


Statement of the Honorable Claude Pepper, a United 
States Senator from the State of Florida 

SENATOR Pepper: Mr. Chairman, I deeply appreciate your 
invitation to present to the full Committee on Education and 
Labor the findings of the Health Subcommittee, of which ‘1 
have the honor to be chairman. These hearings will, I am 
sure, be a high point along the road to better health for all, 
along which the American people have been struggling for 
many years. They are a tribute to your firm leadership, which 
has been discouraged by neither opposition nor delay. Year 
after year you have joined forces with that great veteran 
fighter Senator Robert Wagner on his first National Health 
Bill. Year after year you have carried to the people your 
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message of better health for all, and you have received suste- 
nance from them. Year after year you have given unsparingly 
of your time to present to the people the message that better 
health could be achieved through a national health program. 
This work has made it possible for us to meet here today to 
begin hearings on one of the most important measures before the 
— S. 1606, the Wagner-Murray-Dingell National Health 
ilk. 


(Senator Pepper told of the work of his subcommittee and 
presented statistics on the need for an expanded health program.) 

SENATOR PEPPER: The subcommittee’s third interim report, 
issued in January 1945, presented a series of facts showing 
ihe gravity of the nation’s health problem. Over 40 per cent 
of the nation’s selectees were found unfit for military duty, and 
at least a sixth of these had defects which were remediable; 
many more had preventable defects. 

In fact, more than 23,000,000 people in the country have 
some chronic disease or physical impairment. On any one day, 
at least 7,000,000 people in the United States are incapacitated 
by sickness or other disability, half of them for six months or 
more. Illness and accidents cause the average industrial worker 
to lose about twelve days from production a year, a loss of 
about 600,000,000 man days annually. 

Let me interpolate here, 1 wish public opinion could become 
as excited about the 600,000,000 man days lost through ill 
health as they do about the relatively small number of man 
days each year lost by strikes. 

Sickness and accidents cost the nation at least $8,000,000,000 
a year—half of this amount in wage loss and half in medical 
costs. 

Preventive services are inadequate—40 per cent of our 
counties do not have even a full time local public health officer. 
Sanitation needs are great—846,000 rural homes do not have 
so much as even an outdoor privy. Hospitals are needed— 
40 per cent of our counties, with an aggregate population of 
15,000,000, do not have a,single recognized general hospital. 
Doctor shortages are severe—in 1944, 553 counties had less 
than one active physician per 3,000 population, the “danger . 
line,” and 81 had no active doctor at all. Even in 1940, before 
many doctors were drawn off to war, 309 counties had less 
than one active physician for every 3,000 people, and 37 had 
no active doctor at all. Maternal and child health services are 
inadequate—it is estimated that half the maternal and a third 
of the infant deaths could be prevented if known measures 
were fully applied. Seventy-five per cent of our rural counties 
have no prenatal or well baby clinics at all under the super- 
vision of state health departments. State agencies had 15,000 
children on their lists awaiting crippled children’s care in 
early 1944. They do not even pretend to care for the half 
million children with rheumatic fever (the most killing of 
all diseases for children between ages 5 and 15), or for the 
tens of thousands of cerebral palsy (“spastic paralysis”) victims. 

To meet such problems, the subcommittee recommended 

federal action with regard to certain features of a national 
health program, including federal grants for hospital and 
health center construction, sanitation, public health, medical 
research, education and medical care for the needy. 
- The report also expressed dissatisfaction with the prevailing 
“pay as you go” or fee-for-service method of payment for 
medical services but withheld judgment with regard to the 
claims that voluntary health insurance plans offer a satisfac- 
tory solution to the problem. This report summarizes the 
results of our further study of this subject and sets forth the 
conclusion we have reached. 


ECONOMIC BURDEN OF ILLNESS 

Our latest report then goes on to state that the burden of 
sickness and medical care:falls heavily and unevenly on people. 
The burden is distributed unevenly, hitting some families so 
hard they are driven to financial ruin and the haunting misery 
which accompanies the vicious circle of poverty and ill health. 

Sickness is the greatest single cause of families going into 
debt. Both national and state-wide surveys conducted by small 
loan companies themselves show this clearly. Indeed, the 
results of their various studies are remarkably consistent. Thus, 
according to the American Association of Small Loan Com- 
panies, medical, dental and hospital bills are the greatest single 
cause of people borrowing from small loan companies. This 
conclusion is based on the record of over 300 small loan com- 
panies, Studies in Illinois and California show exactly the 
same pattern. Further, the greatest single cause of bond 
redemptions, according to studies of both farm and non farm 
people, is also sickness and medical costs. 


130 
46 


1026 


SENATOR Pepper: Sickness and medical costs are also the 
greatest single cause of peopie having to seek charity. Studies 
of public assistance rolls show this to be true, and we have 
conducted an interesting analysis of this point which confirms 
these larger surveys. Each year, as many of you know, the 
New York Times conducts a great humanitarian campaign 
for the “Hundred Neediest Cases” in New York City. Case 
histories of these needy people are published, summarizing. the 
major facts about their cases. We found, from the brief sum- 
maries alone, that 85 per cent of the families were obviously 
indigent either as a result of sickness or of medical costs, or 
‘a combination of the two! 

Do such barriers exist, Mr. Chairman? They most certainly 
do. In my part of the country this fact is so much in the 
experience of most families that it hardly needs proof. As I 
have said once before, most people in Florida no more expect 
hospital care during a serious illness than they do a trip to 
Europe in the summertime. Government studies have shown 
that less than 7 per cent of even the lowest income group 
among rural people (those making under $500 a year per 
family) receive any free medical care in the course of a year. 
Yet can it be said that farmers with mouths to feed, clothes 
to buy and insurance to pay can afford the $100 a year or so 
it costs on the average to purchase even minimum adequate 
medical care under our present system? They cannot and they 
do not. They and their wives and children go without instead. 

What is the way out? The way out is prepayment, budget- 
ing, the time tested, tried and true American way—insurance. 
Only through such a mechanism can these burdens be spaced 
out in time and over a large enough number of people to 
lighten them properly. 

For over a hundred years the American people have been 
trying to insure themselves against the burden of medical 
costs, but they have still not reached their gaal. 

The voluntary payment plans have made progress since the 
first one began about a hundred years ago, but they still cover 
a comparatively small per cent of the population and take care 
of only a small percentage of medical services. It is also becom- 
ing clear from experience that reduced costs result from wider 
coverage, as in any insurance system. 

At present, less than 4 per cent of the population receive 
complete prepaid care under voluntary health insurance plans. 
Seventy-five per cent of the population receive no prepaid 
care at all, even the most meager and partial. By “complete 
medical care” I mean, of course, only relatively comprehensive 
hospital services, and doctor’s service in hospital, home and 
office. I do not even include dental care, home nursing and 
drugs. Most of the 25 per cent with some prepaid medical care 
are insured only against hospital biils, surgeon’s bills or wage 
loss during sickness. 

Now, as to the Blue Cross. Most of the people covered 
belong to either Blue Cross or commercial insurance plans. 
The Blue Cross plans have grown very fast in the last ten 
years. The latest figures show their membership to be around 
20 million people. Whether they will continue to grow rapidly 
in the next few years or not, I am not prepared to say. Some 
feel that the wartime period gave the Blue Cross abnormally 
favorable opportunities for growth. I have been a proponent 
of hospitalization insurance for a long time, so I am glad 
that they have grown. Moreover, we should not think that 
they provide for more than they do. They cover only the 
hospital bill during ordinary illness, usually for twenty-one 
to thirty days, with partial payment for an additional sixty 
days, at a cost of about $24 per family a year. Since in any 
year one out of ten persons is hospitalized for the kind of 
illness they cover, this is important. But such hospital bills 
take only 13 cents (about a seventh) of the average medical 
dollar. The plans do not cover doctor’s bills, which take 
about 40 cents of the average medical dollar (or three times 
as much), nor do they cover dental eare, preventive medicine, 
nursing, or drugs. 

Early, high quality doctor care, regular check-ups, and the 
like, are perhaps the most vital links in the whole medical 
care chain. Cancer, tuberculosis, nephritis, hernia, syphilis, 
arthritis, mental disease and others of our major killing or 
disabling diseases can be controlled only by early general prac- 
titioner or specialist care. Any prepayment scheme that does 
not assure their receipt has serious failings. 

The commercial plans are of two major types—group and 
individual. Both pay specified amounts of cash toward medical 
expenses or wage loss; they do not actually provide medical 
service. The group plans represent about half the total in 
terms of premiums paid. Most of them do not cover the 
employee’s family. They pay toward hospitalization for about 
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8 million people at present. Six of the 8 million are also 
eligible to receive payments toward surgeons’ fees and toward 
loss of wages (in disabling illness lasting longer than one to 
two weeks). But no day-to-day doctor care is reimbursable 
under any but a very few of these plans, and even these are 
very incomplete. 

The individual type of commercial policy varies tremen- 
dously, but the bulk of it consists of cash payments to the 
insured in the event of accident. Ninety per cent of the individ- 
ual type policy premiums are for accident policies. The other 
10 per cent are for sickness policies, which usually begin 
payment only after two weeks of sickness. They do not cover 
ordinary doctor or dentist care, their major aim being to replace 
wage loss during prolonged disability. Overhead and adminis- 
trative costs are high in these plans. Only about 40 per cent 
of all receipts from policyholders is paid back to them as 
benefits. The rest goes for company expenses and profits. 

Obviously, it is always the fine print in these policies that 
knocks the ordinary person, who thinks himself covered, out 
of the expected coverage. 


MEDICAL SOCIETY PLANS 

The medical society plans are also limited in coverage and 
scope. They usually cover only surgical care and obstetric 
service after a nine to ten month waiting period. They do 
not cover routine diagnosis, periodic check-ups or home and 
office visits. (The only major exceptions to these statements 
are the plans in the states of Washington and Oregon.) They 
cost about $24 a year per family and included about 2.2 million 
people in 1945, or less than 2 per cent of the population. 

SENATOR Morse: May I interrupt at that point? I am glad 
that the Senator from Florida has mentioned the plan in the 
States of Washington and Oregon. . 

I am going to ask the chairman and the committee that is 
selecting witnesses to appear before this committee at a later 
date to make certain that we have some representatives from 
the states of Washington and Oregon as witnesses to testify 
in regard to Washington and Oregon plans. 

I think that there is a great deal of merit in those plans, and 
I feel that this committee should thoroughly analyze them 
before it takes a position on any piece of legislation. 

SENATOR Murray: We will be very glad to have those 
witnesses. 

GROUP PRACTICE PLANS. 

SENATOR PEPPER: Finally, there are about 3 million people 
who are members of prepaid medical care organizations spon- 
sored by industry, consumers, private groups of physicians or 
government. These plans tend to offer the most complete 
care, especially the group practice plans, such as the Ross-Loos, 
Kaiser, Stanacola, Endicott-Johnson, Group Health and Farmer's 
Union in Elk City, Okla., groups. Sad to say, this is also the 
type of prepayment plan which was fought the hardest by 
organized medicine all during the thirties. This opposition is 
not entirely past history, despite the Supreme Court decision in 
the District of Columbia Group Health Association case. 
Complaints of discrimination against group practice prepayment 
plans have continued all during the war. 

_ Now, the shortcomings of private or voluntary medical 
insurance : 

We have therefore concluded that voluntary, or private 
health insurance has serious shortcomings, some of them inher- 
ent in the method itself. A few are as follows: 

1. Millions of people are not eligible for any plan. 

fue! The plans usually meet only a small part of the health 
needs. 

3. Many people cannot afford to join. 

4. Others feel they do not need medical insurance; or they 
drop out after a year or so because they “didn’t use the plan 
last year, and don’t think it worth while to stay in.” High 
turnover of membership is a constant problem and raises the 
cost. 

5. People who are sick, or expect to get sick, tend to join 
the plans most. Accordingly, voluntary plans either have a 
tendency toward “adverse selection of risk” or they adopt such 
rigid eligibility requirements that they exclude the very people 
who need care most. 

6. There is much overlapping and duplication, as well as 
geographical and social gap leaving. 

7. There is a tendency to high promotional and administrative 
costs. 

8. The plans are not well suited to the needs of our increas- 
ingly migrant population. 
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9. With very few exceptions, they have not provided consumer 
representation on their policy making boards. 

Next, Mr. Chairman, the tax assisted voluntary plans. 

These defects in private insurance became apparent quite early 
in our study, and we began to believe that subsidies from tax 
refunds might overcome them and obviate the necessity of a 
completely tax based program. We were fortunate in discover- 
ing that experiments along these lines were already in progress, 
under the postwar program of the Department of Agriculture. 
Accordingly, we studied this experience very carefully. We 
have recently issued a monograph embodying the major lessons 
of these plans. I have already drawn this monograph to the 
attention of the committee members, and it is available to the 
interested public. 

What we found was that tax assisted voluntary plans do not 
offer the basis of a national pattern. They remained subject to 
what are apparently the inherent defects of voluntary health 
insurance, although subsidy had obviated certain other defects. 

Each plan took the form of a voluntary health association 
open to all farmers in the country. They offered relatively 
complete doctor, dentist and hospital care to the whole family, 
within the limits of availability and quality prevailing in these 
counties. The total cost of the services was $45 a year, but 
government subsidy succeeded in reducing the actual charge 
to the family to $20, with a minimum payment of $13. Yet, 
despite these low charges and every evidence of good will 
toward the experiments by the people, only 40 to 50 per cent 
of those eligible to join actually did so. Turnover was con- 
siderable. 

Let me say our committee spent a lot of time and a great 
deal of effort in trying to determine whether it was possible to 
provide adequately for the health needs of the people of this 


_ nation by any kind of voluntary plan. 


We honestly endeavored to canvass every suggestion and 
every experiment that was in progress in the whole country. 
We considered all kinds of compromises and all sorts of meet- 
ings of the minds of the various diverse groups in an effort 
to find some voluntary system that would give the needed help 
and hospital care to the people of the country, and it was our 
conclusion that none of these plans will afford coverage to 
the nation as a whole. You can cover a certain number, of 
course, but you can cover a certain number by voluntary 
insurance or commercial insurance, but if you are going to 
cover the whole nation, we have concluded that a national health 
program, based on compulsory insurance, is the only way by 
which it may be achieved. 

There is much experience both domestic and foreign on which 
to base such a program. A few years ago we would have 
demanded information in detail on how such systems operate 
in other countries. Now our temper seems to be different. 
The tides of nationalism have swept so high it almost discredits 
a speaker to state what foreign experiences and opinions are. 
I wish only to observe the following: During my recent trip 
to Europe I talked with many people in many countries about 
their health organization. In practically all cases I found them 
planning to increase the percentage of the population covered 
and the scope of the medical benefits offered under their health 
insurance plans. The more democratic the country, the further 
advanced were the plans, for example, England and Czecho- 
slovakia. In no case was there any desire to give up health 
insurance and return to the fee-for-service system. 

Actually we do not have to go abroad for experience in this 
subject; for a certain section of the population it has been 
the “American way” for a long time. Ever since 1798 our 
merchant seamen have received their medical care through 
services supported by social insurance and tax funds in a pro- 
gram administered by the U. S. Public Health Service. It 
first began through the payroll deduction plan which, as late 
as 1874, was called by the Public Health Service’s Surgeon 
General “a peculiarly American institution.” I think there 
would be a tremendous storm of protest if the Congress 
attempted to take this program away from the seamen. 

While-this is a specialized experience, and of course does not 
represent the same pattern as one for the whole nation, it is 
rewarding for us to learn from this experience that the health 
insurance idea was not planted in our heads by Bismarck or any 
one else, but dates in our government from almost the begin- 
ning of the Republic. 

Would the public support the view that neither voluntary 
plans nor tax assisted plans can do the job, and that a national 
plan, based on the social security and tax mechanisms can do it? 
How do the people feel about these matters? We are their 
elected representatives, and we need to know. Our mail is one 
way of finding out. 
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I, for one, have been impressed with the thoughtful, original 
note struck in the letters to me which favor this bill. I have 
likewise been struck by the fact that the great majority of 
letters opposed to it are from medical society representatives or 
doctors. I have no doubt that the opponents are quite sincere, 
but it is difficult not to stress that many of them simply parrot 
unsubstantiated slogans issued by a propaganda organization, 
financed to a great extent by certain “patent medicine’ manu- 
facturers, namely the National Physicians’ Committee. This 
committee is a successor to the so-called “Physicians’ Commit- 
tee for Free Enterprise”; in turn a subsidiary of the Committee 
to Uphold Constitutional Government. You will undoubtedly 
have an opportunity to hear statements of the sort this com- 
mittee issues during the course of these hearings. You tan 
judge their merit. 

Another way of learning what the people think is through the 
public opinion polls. 


(Senator Pepper quoted interpretation of various polls) 
To summarize this part of my testimony, I would like to 


-quote from the conclusion of the subcommittee’s health insur- 


ance report: 

“To cover every one, the adverse as well as the good risks, 
the young and the old, the sick and the well, the rural and the 
city dwellers, the low and the high income groups, the poor 
and the rich areas, all this takes a mechanism as representative 
and all inclusive as the federal government. Some people will 
not protect themselves voluntarily even if they are able to do 
so; others will be able to afford to do so only under a national 
plan. <A national solution by spreading the risk among the 
whole population, and by equalizing costs between income groups 
and areas, will enable all the people to protect themselves at 
a cost they can afford to pay. 

“The voluntary plans have served and are serving a valuable 
purpose, even though they do not provide any final answer to 
the problem of prepaid medical care for all the people. They* 
have developed useful data on the prepayment of medical costs 
and have educated large sections of the public on the value of 
medical care insurance. Furthermore, they have trained sizable 
numbers of medical and administrative personnel in the technics 
of prepaid medical care. There is no reason why such plans 
should not continue to perform useful functions within the 
framework of a national health insurance system. 

“It is our considered opinion, reached after months of careful 
study, that the only way complete care can be brought to all 
is through a national health program, built around a system of 
prepaid medical care. It must be financed by required contri- 
butions to the social security fund and by payments from general 
tax revenues. Such a program will satisfy all the requirements 
set forth above and will make possible the achievement in the 
foreseeable future of our goal of high quality health care for all.” 

Senator SmMitH: Will the Senator yield for one little state- 
ment ? 

SENATOR Pepper: Yes. 


SENATOR SMITH: I appreciate the care in making this report, 
but I must object to it appearing as the considered opinion of 
the committee, because, so far as I know, I have never been 
asked to attend any meeting or to discuss these measures with 
the subcommittee. I might be prepared to go along with them, 
but I have never been asked my opinion on them; therefore I 
would like in the record that is to appear that until now I have 
never been considered or asked to consider these issues presented 
by the able Senator from Florida. 

I want to compliment him on the very extensive surveys made. 
I think the findings of fact have been most important, but I 
question that we should show that the committee has arrived at 
conclusions until we have got together and had a meeting and 
decided to agree on the report. 

SENATOR Peprer: The able Senator from New Jersey is quite 
correct in calling attention to the fact that there has not been 
a formal approval of this report by the committee in its publi- 
cation by the committee. It has been prepared by the staff with 
the collaboration of members of the committee. It has now for 
some weeks been in all of the hands of the members of the com- 
mittee, and the majority of the members have communicated to 
the chairman their approval of this report. It was that that 


led me to leave the inference that it had committee approval, but 
the Senator is quite correct in saying that, in its final form, it 
has not formally been adopted as the formal report of the 
committee. 

SeNaToR SmitH: He has done a spendid job here, but I think 
it should appear, without my taking issue, there are very con- 
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troversial questions, not as to what we want to accomplish, but 
there are issues as to the way that should be accomplished. 

SENATOR PepreR: That is correct. 

Senator Situ: I think it is fair and proper that I should 
be recorded as yet not convinced of the wisdom of the solutions 
asked for here and simply have that appear in the record. I am 
open to conviction, and in these hearings I hope to come to a 
conclusion with the committee. I hope it can develop a fine, 
“sound, overall national health bill. 

SENATOR Murray: It is proper that your position should be 
made clear in the record. 

SENATOR Pepper: I am glad you made that clear. 

“The cost will not be greater than that of our present ineffi- 
cient and wasteful fee-for-service system. According to leading 
experts, the charge to the average family under a national health 
insurance program will actually be less than it pays now, partly 
because the employer and the government will both contribute 
to the fund. It is noteworthy that the labor organizations, all 
of whose members are wage earners, are among the stanchest 
supporters of national health insurance. 

“Health insurance is often erroneously called ‘socialized medi- 
cine’ or ‘state medicine.’ As President Truman pointed out in 
his health message, such a system is one in which the doctors 
are employed by the government. 
National health insurance, which we do advocate, is simply a 
logical extension of private group health insurance plans to 
cover all the people. It is a joint national endeavor. It will 
guarantee free choice of doctor or group of doctors and free 
choice of hospital by the patient, and free choice of patient by 
the doctor. Indeed, free choice will be extended, because cur- 
rent financial barriers to the actual exercise of free choice will 
be broken down. 

“Some aspects of a national health insurance program are, of 
course, experimental. No legislative framework or administra- 
tive plan can be perfect at first. Shortcomings will undoubtedly 
be uncovered, but they will be overcome as we learn from 
* experience. None of these shortcomings, however, will be any- 
where near as costly as the toll of lives and health now being 
exacted by our failure to have a national health program provid- 
ing good medical care for all. The need for it is urgent. 

“The concern of the federal government in this matter is clear. 
If only the national defense were involved, this would be reason 
enough for the adoption of a national health program. The 
costly lessons of the selective service rejections and of the armed 
forces medical discharges have made this apparent. 

“Today America faces the challenge of world leadership. To 
a very large extent we bear the principal responsibility for the 
kind of world we are to live in. America can continue neither 
prosperous nor secure unless her people are healthy and full of 
strength. We owe it therefore to the nation and to every man, 
woman, and child in it to open to every citizen the door to the 
marvels of modern medical care. Only thus can we make our 
full contribution to a free and happy world, unhindered by the 
heavy drag of sickness and ill health.” 


MATERNAL AND CHILD CARE 

Now, although compulsory national health insurance is the 
rock bottom minimum requirement for an effective national 
health program, there are certain other aspects of health which 
such insurance cannot cover. Most important of these addi- 
tional aspects, in my opinion, is the problem of adequate mater- 
nal and child care, particularly for the families who are not 
covered by the provisions of S. 1605, but to a lesser extent for 
those who are, but will not be able to obtain adequate services 
for such care under existing circumstances. 

I have long had a particular interest in the health and wel- 
fare of mothers and children. Last year, I introduced (for 
myself and Mr. Walsh, Mr. Thomas of Utah, Mr. Hill, Mr. 
Chavez, Mr. Tunnell, Mr. Guffey, Mr. LaFollette, Mr. Aiken 
and Mr. Morse) Senate Bill 1318, whose purpose is to provide 
for adequate maternal and child health and crippled children’s 
services and child welfare services in all the states. 

Although all of the provisions set forth in S. 1318 are not 
specified in this bill to which we are not addressing ourselves, 
some will be included through amendments which are being 
proposed. S. 1318 would provide a unified program of health 
services and medical care of high quality for all mothers during 
maternity and for all children, administered by the Children’s 
Bureau through grants to state health agencies. It is, in my 
opinion, imperative that these services be assured to mothers 
and children under a comprelrensive plan. Under the amend- 
ments proposed, it will be possible, though not mandatory, for 
the federal agencies and the states to place responsibility for 
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all such services in the same state health agency. I earnestly 
hope that if this legislation is enacted policies of administration 
will be adopted to assure the attainment of these objectives and 
the continuing leadership of the Children’s Bureau, to which 
the nation which loves its children is so much indebted. 

The section of S. 1318 which covers child welfare services is 
not being considered in the national health program. This is 
a loss that must made up promptly in some way. Child 
welfare services must also be carried forward as part of the 
total service to the nation’s children in these postwar years. It 
is folly to make provision for children when they are physically 
or mentally sick and not make comparable provision for them 
when they are in need of social services. I am sure the com- 
mittee will welcome further suggestions from witnesses who are 
particularly concerned with the health and welfare of children. 

am pleased that public responsibility for the health of 
mothers and children is now being discussed as part of S. 1606. 
For instance, the provisions which control sanitation and other 
environmental conditions in the interest of the health of all 
people in the community are particularly important for children. 
The communicable disease control clauses are equally important, 
for such diseases are no respecters of age or person—children 
and adults catch things from each other. The saving of 
parents’ lives through the insurance medical care plan in this 
bill means that fewer homes will be broken up and more children 
given a normal life. 

The purpose of our deliberations is to formulate sound public 
policy with respect to the many problems involved in a program 
of health and medical care. There must be funds to pay for 
the medical care which is given to individuals. Doctors, dentists 
and nurses, as well as hospitals and health centers, must be 
within reach of every individual, regardless of his race, color 
or creed. All persons in the population must be covered in one 
way or another. The long established policy of the expenditure- 
of public funds by public agencies responsive to’ the will of the 

people must be continued. 

Let me reemphasize that we have a special stake in our 
children as the future of our nation. If the time of their child- 
hood runs out before something is done for them, we cannot 
retrieve what has been lost. There must be no distinction 
between the medical care provided for children of insured and 
noninsured individuals. 

Under this proposal for a national health program, the Presi- 
dent has placed major responsibility for the financing of per- 
sonal health service benefits on the insurance fund, with coverage 
based on employment. The President, however, has set before 
us a complete objective in terms of children—‘“that no Ameri- 
can child shall come to adult life with diseases and defects 
which can be prevented or corrected at an early age,” and that 
the “health of American children, like their education, should be 
recognized as a definite public responsibility.” 

I am calling your attention, therefore, to the limitations on 
benefits and coverage within the insurance system which will 
affect children. Premature infants, for example, may need hos- 
pital care beyond sixty days, and therefore beyond what can be 
paid for under the prepaid personal health service benefits of 
this act. Some children will be ineligible for benefits, because 
neither of their parents has meet the conditions of employment 
prescribed for coverage. In order that all children may receive 
full health and medical care, certain amendments are being pro- 
posed to title I, part B, which will assure care for those excluded 
from title II, and provide the additional care needed by all 
beyond the limitations imposed in the insurance section. 

The benefits which an individual receives under the insurance 
provisions will necessarily depend on the medical facilities in the 
place where he lives. We know that the kind and auality of 
medical care which can be obtained by mothers and children at 
this time varies greatly from state to state, and between city and 
farm. We also know that, on the whole, health and medical 
care is less plentiful and of an inferior quality for the minority 
groups and for migrant families. The purpose of including a 
maternal and child health plan as part of the national health 
program is to assure that health and medical care of good 
quality will be made available to mothers and children—whoever 
they are, wherever they live, whatever their income. 

Under title I, part B, the state health agency will keep 
informed about qualified doctors, dentists, nurses, and other pro- 
fessional people to whom parents can take their children. If 
there are places in the state where good medical and hospital 
care is not available for mothers and children, the state health 
agency will arrange for it. Sometimes this will mean taking 
steps to encourage doctors and dentists who have skill in pro- 
viding care for mothers and children to locate in certain areas. 
Sometimes it will mean setting up community clinics, to be 
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financed from maternal and child health service funds. It may 
mean working out a school health program in a local com- 
munity, covering all children through high school. Such a pro- 
gram will include correction of defects found at the medical 
examinations. The ingenuity of the state health agency will 
be directed to the task of making it possible for mothers and 


“children to have access to the services of specialists and to 


modern methods of care as they need them. 
All this will be worked out within the maternal and child 
health program as a service in the community. There will be 


planning by the state health agency with the schools and other 


community agencies, and with the government agencies paying 
for personal health services for insured mothers and children. 
The work will be coordinated with the hospital and health 
center construction program to be sure that the special needs of 
mothers and children are met. Opportunities will be created for 
doctors, dentists, nurses and others who are serving mothers and 
children to become more skilled in the handling of their special 
problems through postgraduate education. A good program can 
go forward only as fast as trained personnel becomes available. 

Unless there is a centralized responsibility for overall plan- 
ning, the objective of complete care for every child—preventive, 
diagnostic and curative services linked together—will almost 
certainly fail. I want this kind of care for mothers and chil- 
dren to become a reality. I am sure there are many millions of 
parents in this country who agree with me in this. It is our 
goal to accomplish this in the next ten years. 

I want to give you briefly just one example of what will be 
done under the maternal and child health program. Figures 
show that about 5 per cent of the total number of babies born 
in any one year are born prematurely. Approximately 30 per 
cent of the infant deaths in the first year are attributed to pre- 
mature birth. There are many practical steps which are neces- 
sary if we are to save the greatest possible number of these 
babies’ lives. There must be special nursery units equipped with 
incubators and special heating arrangements in all hospitals tak- 
ing maternity cases. There must be incubators available in the 
health centers for use in the baby’s home when he is not born 
in a hospital. Special ambulance service is necessary to take 
a premature baby to the hospital. Nurses and doctors must be 
given special training in the care of premature infants to provi le 
the services needed. Specialists who can give consultant service 
must be within reach. It will be a responsibility of the state 
health agency, in accordance with its approved state plan under 
title I, part B, to see that each and every one of these steps 
is taken. 

Under a national health program of which insurance is the 
cornerstone, it is of the utmost importance that there be a sus- 
tained effort on the part of public agencies to make sure that 
medical care of good quality is available for use. I am glad 
that the sponsors of this bill have included title I, part B, which 
provides grants to states for maternal and child health services 
under the direction of the Children’s Bureau, which has been 
responsible for the setting of standards for maternity care and 
for the health and medical care of children under the Social 
Security Act. 

I have been intimately acquainted over a period of years with 
the work of the Children’s Bureau in the health and welfare 
fields, and kyow that its primary concern is the public interest. 
It has striven consistently for health and medical care of good 
quality for all mothers and all children and youth. The Chil- 
dren’s Bureau is now responsible for the administration of the 
Emergency Maternity and Infant Care Program under which 
well over one million wives and babies of service men have been 
given care during the war. The Children’s Bureau will bring 
to an extended maternal and child health program the wisdom 
of its past experience. 


(Senator Pepper read proposed amendments tn behalf of 
maternal and child welfare) 

Senator Pepper: Let me add only that those amendments 
are proposed after long consultation and most sympathetic 
cooperation among the sponsors of the two bills. I happen to 
be one of the sponsors of the Maternal and Child Welfare bill 
and am in favor of its passage, but I am equally strong in my 
support of the pending measure, the Wagner-Murray-Dingell 
bill, and we have worked together, the Children’s Bureau and 
others who are sponsors of the Maternal and Child Welfare bill, 
so that these amendments might be fitted into 1606, and if 1606 
should be adopted, then it would cover, essentially, what appears 
in the Maternal and Child Welfare bill also. 

If the unfortunate event should occur that 1606 should not be 
adopted, when then, of course, 1348, the Maternal and Child 
Welfare bill can be considered as a separate matter. 
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The Honorable James E. Murray (Chairman), Presiding. 
resent: Senators Murray, Ellender, Aiken, Morse and 
Stanfill. 
Statement of Watson B. Miller, Federal 
Security Administrator 

Mr. Miter: Individually and as spokesman for the Federal 
Security Agency, I stand squarely behind this program. It is 
necessary. It is practicable. It is long overdue. 

(After repeating some of the general points made in Senator 
Pepper’s statement, Mr. Miller said that he wished to endorse 
not only the extension of general and specific public health 
services it envisages but also its provisions with respect to 
grants-in-aid.) 


It is to the interest of the entire country to remove, as the bill 
proposes, the present statutory limitations on the appropriations 
that Congress may authorize for public health grants to the 
states. It is equally to the interest of all to employ a formula 
permitting variation in federal grants for this purpose within 
the range of 50 to 75 per cent, according to the fiscal capacities 
of the several states. 


If specific legislative provision is to be made for maternal 
and child health care and for services to crippled children, these 
measures for dealing with this need through grants-in-aid on a 
variable formula seem appropriate. We have, as you know, 
accepted the amendments to this portion of the bill proposed 
by Senator Pepper. The proposal to make federal financial 
aid available to the states to help them provide medical care 
for needy persons is generally sound and desirable. The pro- 
vision that state and local agencies may arrange to have this 
care furnished to the needy through the health insurance system 
which the bill would establish seems to me particularly impor- 
tant. It would have the advantage both of encouraging better care 
for the needy and of promoting more effective coordination 
among the several parts of the national health program. 

But the main provision for individual medical care contained 
in the bill—and indeed the backbone of any national health 
program worthy of the name—is a system of prepaid personal 
health service benefits to cover the majority of the country’s 
workers and their families. The provisions for this purpose 
in title Il are in accord with the President's recommendations 
and are, on the whole, workable. This applies to methods of 
administration as well as to the system of benefits itself. 
Appropriate safeguards, for example, would assure, as_ the 
President has rightly insisted, that people remain free to choose 
their own physicians and hospitals, that doctors remain free to 
accept or reject patients and to participate in the system full 
time, part time, or not at all. Speaking for myself, and with 
deep personal conviction, I would not be a party to any plan 
which intruded between the physician and the patient or failed 
to preserve and guarantee the professional independence of 
medical practice. 

Since ready access to medical care for people in all parts 
of the country is the prime purpose of such a system, another 
point on which there is general agreement is that admin- 
istration should be decentralized as far as practicable and that 
the state and local governments should assume their full share 
of administrative responsibility. State and local participation 
in administration would follow the pattern already well estab- 
lished by our existing public health services. If this pattern 
were to be continued with respect to the system of prepaid per- 
sonal medical care, it would have the great advantage of build- 
ing on a very solid base of experience and of promoting the 
effective coordination which is essential as between community 
preventive services and individual care. 


As the bill is at present drafted, three large occupational 
groups would not be automatically eligible for these benefits— 
railroad workers, federal employees and_ state and _ local 
employees—though for some of these groups special arrange- 
ments for participation might be made by their employers. 
I should like to see at least federal workers and railroad 
workers brought within the automatic coverage of the system. 
In the case of state and local employees, action of state legisla- 
tures might be necessary. 

SENATOR Murray: Mr. Watson, it is charged by some that 
this insurance program proposed in this legislation is socialistic. 
Have you anything to say about that? 

Mr. Micrier: I wish that I understood more about what the 
term means. I realize that the words “socialized medicine” 


1030 


have been used so much and sometimes carelessly, I think, that 
it has almost become a dictionary term. I think that we are 
a social nation, and as far as this proposal being a socialistic 
one, it cannot be more than democracy in its greatest aspects 
because this program cannot be inaugurated, and if it was 
inaugurated it could.not flourish without the consent and support 
of the American people. If democracy means socialism, I 
accept the soft impeachment. 

SENATOR Murray: Do you think that it is a proper function 
of the government to undertake a program which will be of 
such benefit to a large section of the country that at present is 
unable to secure the medical care and attention necessary for 
the preservation of its health? 


Mr. Mrtter: Lincoln had a lot of quaint methods of expres- 
sing truisms. Once he said that his conception of government 
was to do for the people only the things that they were unable 
to do for themselves. have great pride in the advance of 
American medicine, and I think perhaps you and the other 
Senators here present, some of you at any rate, will know 
that for perhaps two decades before coming to the government 
I at least stood on the threshhold of medicine, although I had 
brains enough not to try to invade it or try to practice it or 
prescribe for people. However, I learned something, as much 
as a layman should be trusted about medicine, and I have great 
pride in American medicine and American medical people and 
the advances in research and in the understanding of ideologic 
factors and diagnostic procedure, and of course the very mar- 
velous and brilliant advance of therapeutic measures. Nobody 
is more zealous than I am for the high ethics of American 
medical practice. I would not be a party to attempting to force 
down the throats of American medicine anything that was not 
right and anything that would not be right; but I believe, with 
all of the advances which have been made and with a fairly 
certain knowledge of the successes and failures of the voluntary 
systems, that now is the time for the central government to 
spearhead this effort. I think that we can no longer wait. 


Senator Murray: Would the establishment of such a system 
as here proposed be of benefit also to business and industrial 
interests of the country? 

Mr. Mitter: Without doubt. I think that the figures of 
absenteeism were rather completely exposed to the committee by 
one of the Senators, perhaps Senator Pepper, but I have pulled 
together a few figures here. In the critical year of 1942, our 
first full year of war, illness in one way or another cost 
American industry 4,000,000,000 work days, the equivalent of 
a full year’s working time for 13,000,000 people, or more than 
the total strength of our armed forces. 

Senator Arkin: You say that 4,000,000,000 work days were 
lost in the full year in the war from illness? 

Mr. Minter: Yes. 


Senator ArKIN: Do you happen to know how many days 
were lost by strikes in the same period? 

Mr. Mirter: I have read the figures but actually I do not 
have them off hand. This figure breaks down into 500,000,000 
lost work days of absenteeism caused by illness and accident, 
the equivalent of 1,000,000,000 lost days due to permanent dis- 
ability, and a billion and a half due to premature death, and 
still another billion attributed to the reduced efficiency of those 
who stuck on the job when they were really too sick to work. 
Somewhere around 7,000, men and women in this country 
are too sick to work on the average every working day in the 
year. The price we paid for sickness and disability in 1943, 
the wages lost by workers and the costs to business added up 
to not less than $15,000,000,000. 

Senator Murray: Thank you, Doctor, for your statement 
here this morning. I am sure that it will be of benefit to the 
committee. 

Mr. Miter: I regard these hearings as the most momentous 
that I have been privileged to attend in two decades or more. 

Senator AIKEN: I was interested in Dr. Watson’s observa- 
tions on socialistic ideas. Am I right in the understanding that 
when a so-called socialistic idea is approved by the majority of 
the people, through their duly elected representatives, that in 
your opinion it becomes part of our democratic processes no 
matter what it was called before? 

Dr. Mrtter: I do not think that it can fail to do it, the 
electorate having the right to reverse themselves. 

Senator AIKEN: So long as it expresses the desires of the 
majority of the people, you would call it a democratic process? 

Dre. Mitter: Using the term in its best sense, although I 
am a member of the party that spells it with a capital letter. 
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SenAToR AIKEN: The first socialism that I heard of was 
when I was just old enough to remember it, when it was first 
proposed to have the R. F. D. routes established, to have the mail 
delivered to the country people the same is it was to city people, 
and the charge of “socialism” was made against the R. F. D 
at that time. And then the parcel post was a socialist idea, and, 
then the postal savings bank: that was definitely socialism. But 
according to you, when it was accepted and voted for by the 
majority of the people, I understand that you would take it out 
of the realm of socialistic ideas, out of that category? 

Dr. Miter: Still admitting that I do not understand the 
word “socialism,” that it may be rather a complex mosaic, I 
am not sure that I would recognize a communist and I hear that 
name a good deal, if I saw one behind the gooseberry bush in 
the garden. I think that this would be democracy in action. 
It is pretty difficult for people to realize that, when Selective 
Service came along, that really was not a drafting, using the 
term in its most objectionable sense, but a spectacle of the 
entire nation volunteering, and that is what it came out to be. 

SENATOR AIKEN: That was established 150 years ago, I 
would say. 

SENATOR Murray: The free public school system was very 
bitterly opposed in this country when it was first proposed; is 
that right? 

Dr. Miter: Yes. There is so much evidence and I do not 
want to detain the committee too long. Medical students who 
have gained their medicine through tax-supported institutions 
have never objected to that as far as I know, and that could 
well be termed “socialized medicine” or “socialized medical 
instruction.” We have a social country here. 


Statement of Dr. J. W. Mountin, Medical Director, 
U. S. Public Health Service 
Dr. Mountin: Dr. Parran is now in Europe, serving on a 
committee to form an international health organization under 
the U. N. O. He has delegated me to appear in his stead and 
to express to you the point of view of the Public Health Service 


Yesterday the authors of the bill gave us their interpretation 
of the bill. They told us also that other measures to complement 
or to complete the President’s program were contained in bills 
before the Congress. 


I should mention some other legislation which is not directly 
related to personal health services or medical care in the 
restricted sense of the word. I refer particularly to sanitation 
legislation, particularly those bills that are designed to remedy 
the rather disgraceful pollution which goes on now of our 
streams and coastal waters. 

SENATOR AIKEN: Is there any program being worked out to 
eliminate stream pollution? Is your agency working with other 
government agencies on any program to eliminate stream pollu- 
tion through the country? I agree with you that it is disgrace- 
ful, and it is also unprofitable to let it continue. 

Dr. Mountin: A specific program of remedial measures, no, 
but studies are now going on and surveys; but what is needed is 
legislation which will take us beyond the study and the survey 
stage into actual aid on the construction of needed facilities. 

Senator AIKEN: I have not heard this matter mentioned 
by any witness up to now, and I am particularly interested in 
it because I think it is one of the most important undertakings 
that the country can embark upon. When we see our little 
streams polluted as they are, carrying disease and spoiling the 
fishing, it strikes me that it would be one of the most profitable 
undertakings that we could engage on, not only from the health 
standpoint, but from the recreational standpoint, the industrial 
standpoint and from every other standpoint. It could be worked 
in in some cases with flood control. It is so very important 
that it is a mystery to me why we have not been doing some- 
thing about it before now and why we delay any longer in 
undertaking it. 

Dr. Mountin: In addition to the points that you have raised, 
Senator, one is still more serious, and that is on account of 
the pollution now going on. Many of the streams that other- 
wise would be suited for sources of water supply are just ren- 
dered not available for that purpose. It is a serious economic 
situation, and I am perhaps dragging this in. 

SENATOR AIKEN: It is tied in with the entire subject of rural 
sanitation as well as urban sanitation. 
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Dr. Mountin: That is right. At the outset, I should like 
to record that the Public Health Service is heartily in sympathy 
with the type of program that is envisaged by this bill, S. 16006. 

(Dr. Mountin submitted a prepared statement for the record. 
He then discussed the public health aspects of the biil.) 

Dr. Mountin: The other point that I would make at this 
time is in the nature of an amendment. The act as it is now 
written limits public health services to the ordinary preventive 
work of health departments, health education and what we 
commonly speak of as communitywide services. We would 
recommend that that definition be expanded so as to include 
the support of hospitals for communicable diseases; that is 
already included, but beyond that chronic diseases and espe- 
cially tuberculosis and mental disorders. These conditions are 
excluded, virtually so, from the title II of the bill, and I would 
say appropriately so. It leaves them without any federal 
participation. 

SENATOR AIKEN: They are not covered under other legisla- 
tion? 

Dr. Mountin: No, sir, except in a general way. There 
is in the Tuberculosis Control Act a provision where tubercu- 
losis could be supported. The sums, however, are only sufficient 
to carry on a case finding and general preventive work. There, 
perhaps, is authority for that. 

Senator AIKEN: If it appeared that this bill would not be 
enacted into law, would you favor existing legislation to cover 
the situations which you have just presented to us? 

Dr. Mountin: Tuberculosis could be covered under existing 
law, but I would question whether we could take in the mental 
hospitals. We had a mental bill before the Senate, but that 
‘features research and community clinics in the interest of mental 
hygiene in that order. 

SENATOR AIKEN: You mean the bill that we have already 
had hearings on before this committee? 

Dr. Mountin: That perhaps could be handled by some 
clarification of the language. There is definite need for bringing 
the federal government into that picture. Now, the states are 
required to support these institutions themselves, there is wide 
variation among the states, and the extent to which they have 
developed these institutions, and that variation is determined 
directly by their economic resources. That is true of many 
tuberculosis hospitals as it is of other aspects of medical care. 

The second part of that title, that is, part b, provides grants 
to states for the support of maternal and child health services. 
It is my understanding that the Children’s Bureau will give 
testimony later on this phase of public health work, and I shall 
not go into it in any detail. 

Yesterday, you will recall, Senator Pepper introduced certain 
amendments which would more closely integrate this feature 
of the bill with the other parts of it and incorporated some of 
the features of the bill which he had introduced for the child 
health services. 

The point I wish to make and to stress is the essential unity 
of public health services, which should be maintained at federal, 
state and local levels, and that essential unity includes financial 
support, administration and the actual delivery of services. 

At the present time we have rather the anomaly of two of our 
important health agencies set up in different departments of the 
government, the Children’s Bureau in the Department of Labor 
and the Public Health Service in the Federal Security Agency. 
Perhaps that separation has not been so important in the past 
because the sums of money at our disposal in each agency were 
not large, and in any event they were brought together at the 
state and local levels, the funds. But now we are going into 
much larger sums, we are expanding the scope of the service 
and the need which had not existed previously for closer 
integration will be increased many times. So it is my under- 
standing that the gevernmental reorganization is now being 
considered by the President, and perhaps this is not the occa- 
sion on which to discuss the details of that reorganization, 
because it is not part of this legislation. However, I hope that 
I am not out of order in saying that we hope that this com- 
mittee will consider that and hope that a good bit of this 
reorganization would be accomplished soon, and, if not, perhaps 
certain features of this administration would have to be 
reoriented in the light of the prevailing structure. 

There is no question about the need for additional maternal 
and child health services. It will also be true, I think, in 
respect to other phases of public health, that while they need 
to operate within the general framework, or the same general 
framework of organization, they will be part of the program at 
different stages of its evolution which will need to be sharpened 
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up and more closely focused on problems which may be more 
emergent at the moment. In the past, maternal and child health 
services certainly needed it and still do. The other parts of the 
bill focus on venereal diseases and mental hygiene and there 
is now a broad field coming in which is geriatrics. 

SENATOR AIKEN: This may not be the time and the place, as 
you said, Doctor, but do you think that health, security and 
education are closely related so that they could well be admin- 
istered under the same head, or maybe you still think that this 
is not the time and place to answer that? 

Dr. Mountin: Of course, there are phases of education 
which have little or no relation to health, and for the most 
part they do not. There are phases of education, however, that 
are closely identified. 

SENATOR AIKEN: You have got medical inspection in the 
school, and dental correction, which you can hardly separate 
from education. 

Dr. Mountin: I would hope, when this bill is enacted, that 
that phase which you would hardly call education but a service 
to a particular age group, and commonly administered by a 
school health department, would be brought into this general 
scheme of organization. I might say too, Senator, that the need 
for developing it in the educational framework has largely risen 
out of its neglect in the health framework. The health people 
had no provision for doing much about these defects of child- 
hood, little was done on location of them, but following through 
to the correction, it had not been done. And educational depart- 
ments, quite appropriately, stepped into the breach and have 
endeavored to make up for the deficiencies in the health 
organization. I think, as we develop and piece out those 
deficiencies, the need for education in the administrative picture 
will lessen. 

Now, there is another phase, of course, of health in which 
we will need the educational framework very much, and that is 
what we call health education. A large part of that very 
definitely should be carried out through the framework of 
administration for education. That is such things as supple- 
mentary feeding through school lunches and that sort of thing. 
Obviously, that is more closely identified with the educational 
function. 

SENATOR AIKEN: We know, that, when a child has good 
health and good eyesight, the work of the truant officer is cut 
down, and the work of the sheriff is probably cut down in 
later years. 

Dr. Mountin: That is right. 


Senator ArkEN: I was a school director for fifteen years 
in my town, so I know that when children are healthy they 
study better and they learn more, and I have felt for a long 
time that we should have a new department of the government 
covering it. I wanted to find out how far you thought we 
should go and how much you should include under such a new 
department if it should be established, as I hope it will be. 

Dr. Mountin: I am not at all sure that I could speak with 
any degree of competence from the federal level, but I was 
speaking of the integration of services at the operating level. 

SENATOR AIKEN: I do not see how you can separate child 
health from education. 

Mr. Watson Miter: Could I interject there that the 
President is making some studies of reorganization, there is 
an agreement between the Secretary of Labor and myself, that 
functionalizing should be brought together. As to the exact 
complexion of such pulling together, we have nothing to offer 
at the moment because the matter is now being considered 
downtown for later presentation to the Congress. 

Dr. Mountin: I started to mention another phase of special- 
ization in public health, just by way of interest. That is that 
there is a broad field of what they speak of now as geriatrics, 
in which many medical men are specializing and which I 
anticipate will grow in importance. So to speak, it complements 
pediatrics. Pediatrics deals or has to do with the conditioning 
or the growing organism for the environment in which he lives, 
the developing organism. Geriatrics will condition the declining 
organism to the environment in which he has to live. We have 
altogether too many people now dying at 45 largely because 
they have not learned how to live with their infirmities and 
how to adjust to declining physical resources. 

There is another title, and another part in title I, on grants 
made to states for medical care for the needy. Mr. Altmeyer 
will give testimony on that tomorrow, and there is just one 
passing comment that I would like to make, and that is I 
will hope too that the provisions of the act that are now just 


130 
46 


1032 


merely mentioned express a preference for integrating this 
with the general medical care program. I am hopimg that that 
will be carried out because it would be a mistake, eventually, 
as this thing gets going to set them apart, the needy apart 
from the general population. It would be unwise socially and 
administratively too, I think. 

Suppose that I just change the order here a bit and say 
a word about grants for education and research. First, let 
me mention research, that any medical tare program and any 
human enterprise, and this is especially true of medical care, 
is bound to become sterile and routinized and spiritless unless 
there is infused into it a well thought out and aggressive and a 
substantial plan of research. And this bill very wisely sets or 
makes provision for that, a specific amount for the first two 
years, and then thereafter a percentage of the personal health 
service fund. 

There are innumerable subjects that need to be explored. 
There is, for example, the cold, the most common of human 
ailments, and we are utterly helpless in doing anything about 
it that is really effective. There is another malady that is 
universal. I refer to the very common condition of dental 
decay. 

Senator AIKEN: What diseases are on the increase? 

Dr. Mountin: Those of later life. They are cancer, diabetes, 
heart diseases; those are three striking examples. 

SENATOR AIKEN: Are they increasing in actual numbers or 
percentages 

Dr. Mountin: They are increasing in actual numbers and in 
percentages too, but let me explain: The population is aging. 
There are more people over 65 than before, and more over 45 
than before, and we are reaching what we speak of as the 
cancer age. They are reaching the age when they die or when 
the heart starts to give out or when the arteries become brittle. 
Because of that alone we would naturally expect more people 
to be dying of those conditions and to be afflicted with them. 

Senator AikEN: What is the status of arthritis? Is that 
increasing? The reason I ask that is, a good many servicemen 
call on us in getting asistance in regard to a larger disability 
allowance or help in some way because they are suffering from 
arthritis. 

Dr. Mountin: Arthritis is a group of diseases: almost any- 
thing that happens to a fellow’s muscular and skeletal system 
that causes pain on movement, and we present that through 
the broad term of “arthritis.”’ 

Senator AIKEN: Is it on the increase? 


Dr. Mountin: Perhaps not except in respect to the age 
factor. The joints become less mobile, the muscles less pliable, 
as we get older, and because of the increasing age of the popula- 
tion they are at a corresponding increase in arthritis. Arthritis, 
I should say, while it is not a prominent cause of death, shows 
up in the causes of death. It is one of the most disabling of 
conditions. It looms up very large in the total illness burden 
and in the total disability burden too. 

Senator AIKEN: Would it naturally increase as the result of 
the war? 

Dr. Mountin: It might. Exposure of those under combat 
conditions might have caused some increase. I wouldn't know. 
I want to say this about research: Research needs to be carried 
on on many fronts. There is fundamental knowledge that needs 
to be developed. There are fundamental facts that need to be 
disclosed dealing with the broad questions of physiology. Then 
there are new remedies that we need. Many of our remedies 
are very unsatisfactory. There are preventive measures that 
we know nothing about. 


* * * * * * 


Now, on education too I am hoping that the committee will 
see fit to include and retain that. I am speaking now more 
particularly of medical education, because I have some familiar- 
ity with that over and above the other professional groups that 
are involved. Medical education is a very expensive process. 
It costs the school alone some $1,200 or $1,500 a year to train 
a medical student. Tuition returns to the school some $400 
or thereabouts; roughly one third. Now, the remaining $800 
has got to be secured from some place. Up to now we have 
been able to draw very largely on endowments, but as a 
resource endowments are not as generous or as satisfactory as 
they should be. I am not including in that $1,200, please under- 
stand, Mr. Chairman, any of the personal cost of the student, 
bed and board and clothing and so on. I am only talking about 
direct educational cost. 
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Medical education, many think, is really facing a crisis 
because of the cost, unless something like this can be done, and 
because of the long process of education, the high tuition and 
personal expenditures of the individual. Many of the boys 
of limited circumstances, | am afraid, just will not be able to 
go to school unless these costs can be reduced, and perhaps 
something can be set up in the way of fellowships. Now, I 
might add to that, it so happens, I think, that there are some 
twelve or thirteen state schools. The remaining schools are 
supported by endowments and tuition. So you can see the 
rather critical stage—which we are not in now, exactly—the 
rather critical circumstances which we are likely to face in 
regard to medical education. 

There is another phase of education which is perhaps the 
most neglected of all, and that is picking up the doctor after 
he has graduated from school, is out in practice, and providing 
for his continuing education. Many of the things he learned 
in school he will forget if he does not have the opportunity 
to put them into practice continuously. New remedies are 
coming in; new diagnostic procedures, new instruments ; and 
he needs to have the opportunity to refresh himself on 
that work. Otherwise, deterioration will just go on, and very 
fine doctors, as they now are when they come out of our medical 
schools, will be not so good rather shortly unless there is 
some scheme provided which will afford opportunity for con- 
regard to medical education, 

The full significance of this bill, I do not believe, is quite 
realized. We do a lot of talking and arguing as to whether 
or not it is going to improve the quality of medical care or 
whether it is going to deteriorate or whether the doctors are 
going to be satisfied and a lot of other points like that; and the 
true import, I think, is somewhat overlooked. There is a 
definite philosophy in this bill, and it is this: heretofore the 
individual has had to finance his own cost of illness himself 
out of pocket. Now, this is an attempt to change that process 
or change that arrangement, and, so to speak, lift the cost of 
illness off the backs of the sick people and to place it on the 
broad shoulders of society, so to speak. It is somewhat 
analogous to the change that was made in the support. of educa- 
tion upward of a century ago. Now, I think that is, we all 
should realize and appreciate, a fundamental change in our 
philosophy; and I say that not to cause you to shudder at all 
but to appreciate our developing thought, our social conscious- 
ness and the wider uses of government framework to carry out 
the will of the people and to provide essential services which 
now they can only provide for themselves through their own 
resources. 

Dr. Mountin argued in behalf of government assuming costs 
of illness and distribution of medical facilities.) 

SENATOR ELLENDER: Doctor, do you think that the passage 
of this bill would stimulate the building of more hospitals by 
private concerns or do you think it will be necessary for the 
Congress to provide funds to expand these facilities ? 

Dr. Mountin: There are two elements necessary to correct 
the condition. 

SENATOR ELLENDER: 
through that. 

Dr. Mountin: One is in this bill and another in another bill. 

Senator ELLenpER: We passed the Hill-Burton bill some 
time ago. Do you think the funds provided in that bill would 
be sufficient to meet the amount necessary to take care of this 
should this bill go through? 

Dr. Mountin: The ceiling price on that appropriation some- 
what limits its usefulness, in the sense that I have some doubt 
as to whether it will cover the whole need, but it will go a 
long way. 

Senator ELLENDER: The point that I want to make is that 
if you provide our citizenry with the funds and the doctors and 
everything else you may be lacking in facilities to meet the 
emergency so that they can get adequate hospitalization. 

Dr. Mountin: The two need to go on together. 

SENATOR ELLENDER: Together; yes. 

Dr. Mountin: We have a fund to aid in construction. We 
have a fund to help pay medical cost. The construction fund, 
however, was designed to meet only one expense, and that is the 
construction expense. 

SENATOR ELLENpDER: I understand. 

Dr. Mountin: But the operation of a hospital annually 
is something in the neighborhood of a quarter to a fifth of its 
original construction cost, so you have an annual expenditure 
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which needs to be met, and that would be accomplished by 
this prepaid medical service fund that title II] seeks to establish. 
SENATOR ELLENDER: Well, you do not think that fund would 
be sutficiently large, do you, so as also to take care of the 
facilities? The scheme worked out in this bill. 
Dr. Mountin: Not unless is was incorporated. And then, 
furthermore, I think that the initial capital outlay is an appro- 
priate item for direct appropriation. | would think that that 


would be better than having some one assume the risk of build- 


ing a hospital and trying to liquidate his obligation by an excess 
charge on the service rendered there. 

SENATOR ELLENDER: Would you venture an opinion as to 
the amount of public money that would be necessary in order 
to provide sufficient facilities to make this bill workable, as you 
have just said it ought to work? 

Dr. Mountin: I do not have the figures in my mind. I 
think those were given to the committee at the time of the 
hearings on the Hospital Construction Act. 

SENATOR ELLENDER: I thought maybe you had them. 


Dr. Mountin: No, I do not have them at the moment. I 
am sure they have been given; or, if not, we will see that they 
are. | mentioned that many of the preventable diseases that 
loomed up large as causes of death at the turn of the century 
have now pretty well been conquered. We are now confronted 
more and more with the diseases of older life that require 
a high degree of medical skill, high development of physical 
facilities and a staff organization for diagnosis and treatment. 
And, therefore, we need to improve health further. 

It has been alleged that doctors will be surrendering what- 
ever freedoms they have, they will be subjected to an overall 
government authority, that hospitals cannot operate or might 
not be able to operate as they think appropriate; in other words, 
that it is a thoroughly regimented system that is proposed here. 
I fail to see that in the bill. It is true that it does provide for a 
federal fund. The details of finance are not spelled out in the 
bill, but, as I would infer, it contemplates payroll deductions, a 
direct tax on income of self-employed people; and contributions 
to the fund from other groups that might seek to utilize this 
mechanism for the performance of their medical care. Now, 
that part of it is centralized. I see no way of decentralizing it 
except by considering an entirely different bill: a series of 
state plans or some aid of one sort or another to voluntary 
organizations or something entirely different from what we have 
before us. Without something like that before us, I am unable 
to discuss it. 

SENATOR ELLENDER: Have you given thought to another plan 
to make it more or less on a voluntary basis instead of an 
obligatory deduction of 3 to 4 per cent, as I understand this 
bill provides? 

Dr. Mountin: Up to 3 per cent, but that is incorporated in 
other legislation. What is it? 1050? 

Senator Murray: Another bill. It was originally in this bill 
and it was separated. 

Dr. Mountin: Another bill. Well, the use of voluntary 
agencies brings up another question, and that is, if the federal 
government makes this deduction and collects these taxes and 
a fund is established, then it would seem to me that the federal 
government has a responsibility for seeing that the benefits 
enumerated in the act are actually delivered. I am afraid that 
if they are not delivered the average citizen would not care 
to take as an excuse “Well, we expected somebody else to do 
that,” the states or the locality and, if they failed to do it, to 
present their claim to them. I am quite sure that they would 
come to the federal government, which had collected the money 
and maintained the fund. Can voluntary effort take care 
of it entirely by itself; is that the point you wish to make? 

SENATOR ELLENDER: Yes. Of course, | have not made a very 
close study of the bill. I read it casually, and that is one of 
the features of the bill I am opposed to; | will be frank in 
saying that. I was in hopes that we could work out some 
voluntary method of doing it. And I am wondering the extent 
to which you and others have studied these voluntary methods. 


Dr. Mountin: We have studied them rather extensively and 
intimately. Voluntary effort is going on now, of course. 

SENATOR ELLENDER: Could we employ that in some way? 
Have you given it thought? 

Dr. Mountin: It could be employed, certainly; but the ques- 
tion is, Is that the best way of going at it? Should we prop up 
voluntary effort or face the whole job and use the framework 
of government for accomplishing it? 
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SENATOR ELLeNpER: Personally, I would much prefer our 
devoting some time to trying to find a voluntary method rather 
than to have the government have its hands in it. I would want 
us to be removed from it, if we could. 

Dr. Mountin: I understand your point of view, Senator. 

SENATOR ELLENDER: That is why I was so insistent on the 
Congress providing sufficient money to build a system or a 
chain of hospitals throughout the country and let that be the 
extent of our obligation, and through the voluntary system 
make it so that these obligations are taken care of, let the 
hospitals be utilized for the purpose which you say is necessary 
for good health. Now, what plans on a voluntary system, if any, 
have you worked out that you think will be workable and that 
will improve the present voluntary system? 

Dr. Mountin: There is no clearcut plan that we have to 
present to you at the moment. We have thought of that possi- 
bility. You have not one voluntary organization but literally 
hundreds of thousands of them. 

SENATOR ELLENDER: Yes. 


Dr. Mountin: You would have to deal with that number or 
by some process of elimination get down to a smaller number or, 
perhaps, give an exclusive franchise, using that term, to some 
one. That process would be a rather painful one, and I am not 
sure it could be accomplished. I think they would all seek 
federal funds. In fact, that has been the experience in foreign 
countries. You do not set up one; you set up literally hundreds 
of them. How to discipline and how to get a national program 
through thousands of agencies organized under a variety of 
offices with no direct responsibility, as most of them now are, 
to any elected official ; it would be truly a herculean task. They 
could be propped up here and there, perhaps. 

SENATOR Murray: Doctor, if the voluntary system would 
have to be financed by the federal government, then it would 
not be a voluntary system. 

Dr. Mountin: Then it would nct be a voluntary system. 

Senator EL_Lenper: What I have in mind is that, if we 
provide the money for the facilities, it strikes me that the 
communities ought to be willing to make use of those facilities 
by interesting themselves in this voluntary plan of insurance, as 
is now in effect in many communities. In other words, the thing 
that bothers me about this is that it will eventually lead into the 
government's taking charge of it. And in the long run, when 
this bill gets well in effect, it might be so broadened as to 
have some bureaucrat up here from Washington, maybe of a 
different type from my good friend Miller here, to take charge, 
and it may be a little hard on the medical profession. This is 
just a start, you know. 

Dr. Mountin: Well, this goes quite a ways, too. 

SENATOR ELLeNDER: It. goes almost the full way from the 
beginning. 

Dr. Mountin: Yes. 

Senator Ectenver: And that is the part I do not like. 

Dr. Mountin: It is quite comprehensive. 

SENATOR ELLENDER: Qh, yes. 

Dr. Mountin: And, in fact, if we have any criticism, I 
should have voiced that criticism earlier in my testimony; that 
it does not go the whole way. It takes in 80 to 85 per cent of 
the population now, either directly or indirectly. 

SENATOR ELLENDER: What is left out? What does the 15 
per cent represent? 

Dr. Mountin: There are some enumerated here: government 
employees, railroad groups, state employees, and religious bodies 
and a few others, making up about 15 per cent. 

SENATOR ELLENDER: Yes. 

Dr. Mountin: Although some of them could be brought in 
by compact. 

SENATOR ELLENDER: Why were they left out? 

Dr. Mountin: I know of no reason, from the standpoint of 
the delivery of medical service. As a matter of fact, I should 
like to see them brought in. I believe there are other reasons, 
tied in with the basic Social Security Act. Is that correct? 

Senator Murray: The theory would be that they would be 
permitted to come in. 

Dr. Mountin: That is right. 

SenNATOoR Murray: As you say, by compact. 

Dr. Mountin: That is right. 


1034 


SENATOR Murray: That was the hope and the expectation. 

SENATOR ELtenpeR: Is that through the Railroad Act, 
Senator Murray? 

SENATOR Murray: That was because they already had a 
system; and the desire was to avoid forcing this on them unless 
they voluntarily come in and announce it under an agreement. 

SENATOR ELLENDER: Does the same thing prevail as to federal 
employees and state employees? 

SENATOR Murray: No, They would, of course, be entitled 
to come in under the act as it is unless they had some system 
similar to the railroad system: If they had, then they too would 
come in under a compact. ~ 

SENATOR ELLENDER: The only reason why those were left out, 
then, as I understand it, is that they already have some system 
of their own? 

Dr. Mountin: That is not true of government employees. 
It is tied in with the basic Social Security Act. It is covered 
in the Social Security Act, as I understand it, the other benefits 
of the Social Security Act. 

SENATOR Murray: The studies that have been made of vol- 
untary systems have come to the conclusion that it would be 
impossible to have a voluntary system that would cover the 
country adequately to give the American people the service 
that they should have in modern care. 

SENATOR ELLENDER: As I was just informed by Mr. Miller, 
one of the reasons why state officials were not put in was because 
of inability of taxing them from a constitutional standpoint. 

Dr. Mountin: I think that was one of the reasons. 

SENATOR ELLENDER: But the bill has covered as many as it 
is possible to cover under the law; is that it? 

Dr. Mountin: I believe the railroad people could be brought 
in, and government employees, by Act of Congress. Is that 
correct, Mr. Chairman? 

SENATOR Murray: Surely. 


SENATOR ELLENDER: Let us put it this way, then: As to all 
those that have a system of their own, and as to the others left 
out, the reasons you do not have them in are because of legal 
reasons ? 

Dr. Mountin: I do not think that is quite correct. I think 
the government people do not have a system of their own. 

SENATOR ELLENDER: I said as to those that have systems of 
their own. 

Dr. Mountin: With respect to voluntary agencies, the vol- 
untary insurance schemes of themselves under the present scheme 
of arrangement and the present scheme of financial support, 
1 think we can say categorically that there is no hope of their 
setting up, carrying on a comprehensive, exclusive type of 
medical care program. The only way that they might do it 
would be an extensive scheme of public support. It is con- 
ceivable that that might be accomplished. Then there is a big 
question of public policy, as to whether the government wishes 
to assume its own risk, as it does in other enterprises, or whether 
it would attempt to discharge an obligation through an organi- 
zation that it has to support; and, taking it from experience 
abroad, eventually support it for the most part too. 

SENATOR Murray: The voluntary systems that have been set 
up all vary in amounts? 

Dr. Mountin: Oh, yes. 


SENATOR Murray: That would then be a very difficult situa- 
tion for the government to undertake to finance them or aid 
them. 

Dr. Mountin: I would assume we would have to be required 
to have a uniform type of benefits, and that would change the 
existing situation very much. 

SENATOR Murray: And the study seems to indicate, then, 
that one single system administered by the government would 
be the most effective system. 

Dr. Mountin: That is right. 


SENATOR ELLENDER: Well, there is no doubt about it, to 
cover all. If you could get it and impose it on them and force 
them to it you would accomplish your end. The point I am 
making is, I do not like to go that far. It strikes me that, as 
to those unable to get medical care and attention, something 
should be directed for them. That is, we should go as far as 
the traffic will bear so as to see to it that those unable to pay 
get the proper medical attention. But in your effort to do 
that you cover everybody in the country, and those left out are 
those you really cannot reach, as I understand the bill. 
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Dr. Mountin: I think there are a few points here that are 
a little bit misunderstood. That is, first of all, the question of 
imposing this on anybody. I would assume, in our democratic 
process, that the people will express their will at these hearings, 
and that when Congress votes on it it will be a reflection of 
the will of the majority of the people. 

SENATOR ELLENDER: What I mean by imposing is, if I am an 
employee, I want to do it my way, and the government will 
just take from me 3 or 4 per cent, whether I want it to or not.’ 

Dr. Mountin: If it would be the will of the majority I 
would presume we might regard it as an imposition. 

SENATOR ELLENDER: You mean enacted through Congress? 

Dr. Mountin: This could not be enacted except through 
Congress, and it obviously would be the will of the people. The 
next point I think I should make clear is that it is not proposed 
here that the government set up a whole arrangement of 
facilities throughout the land, hospitals and health centers, which 
it would directly operate, and that physicians would be placed 
on the public payroll and certified as to specialty and all the 
rest of it, that that would be carried out by government decree. 
This only has to do with the financing, and it seems to me that 
the bill is now sufficiently safeguarded. Or, if the committee 
or Congress so sees fit to throw in additional safeguards with 
regard to making it clear that it is the facilities that now exist 
or that might be brought into being because of the better scheme 
of finance utilized in carrying out the provision of the act, we 
can do so. Now, I would say that it is true that in the act 
certain authorities are set up. The Surgeon General happens to 
be mentioned here, the position, as the principal figure in the 
administration. 

SENATOR Murray: Some have suggested that the bill setting 
up the Surgeon General and providing for the administration 
of this act would create a dictator under the Surgeon General. 
Have you studied that? 

Dr. Mountin: I hope that we humble servants in govern- 
ment have not risen to that position. We have always regarded 
ourselves as the humble servants of the people and responsive 
to the will of Congress. I hope that that is our record. 

Senator Murray: Is there anything in the bill that would 
permit him to become a dictator ? 

Dr. Mountin: He is appointed by the President; he has to 
be confirmed by the Senate; he is under the control of the 
administrator, who sits in the government and in the President’s 
cabinet; he has to make a report to Congress annually; he has 
to come before it for his appropriations; and I am sure that 
if anything went wrong and a substantial body of citizens or 
even a few individual citizens had complaints, I am sure Con- 
gress would very quickly transmit those to us, as it does on 


‘occasion, and ask us to come before it and give an account of 


our story. 


SENATOR ELLENDER: Doctor, I have been in the Senate ten 
years, and I can give you a little inkling of the “cloakroom 
gossip” to the effect that many of these laws are discussed for 
certain purposes and administered in such a manner that some 
of the authorities in Washington—some of them call them 
“bureaucrats”; I guess that is a good name for them—do 
many things that Congress never dreamed of. And this bill 
as expressly drafted; you may say all you want is that the 
purpose is “this, that, and the other,” but you will find in its 
administration that a lot of fellows who have charge of it usually 
go beyond the pale of what Congress had in sight. I have 
had a few instances myself, in recent months, with my good 
friend Mr. Miller. I will not go into that. It has been worked 
out to some extent but not to what I think it ought to be. 
Anyway, I do not believe all of us are satisfied with some of the 
action taken by OPA from all you hear in the paper and over 
the radio. 

Let me ask you this question: you say that the beneficiaries 
of this plan would have the opportunity of selecting a doctor of 
their choosing ? 

Dr. Mountin: Certainly. 

SENATOR ELLENDER: And it would be paid out of that fund? 

Dr. Mountin: Certainly. 


SENATOR ELLENDER: Suppose it was necessary for me to be 
operated on, and I selected a doctor whose charges were about 
four times what you say it should be, what then? Would I be 
permitted to select that doctor who would charge four times 
as much as the fee you might fix or agree to? 

Dr. Mountin: The arrangement, as I interpret it, would be 
that the authority here, who we will say is the Surgeon General. 
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SENATOR ELLENDER: Yes. 

Dr. Mountin: Of course, he would not look into every 
case, 

SENATOR ELLENDER: Yes. 

Dr. Mountin: That agreements would be entered into with 
doctors in states and localities with respect to methods of pay- 
ment and to a range of fees that would take into account not 
alone the kinds of service that the patient required but the 
degree of competence and skill that are necessary in the per- 
formance; and within those restrictions what you would get 
out of the fund should pay your bill. 

SENATOR ELLENDER: Well, of course, as you know, we have 
a lot of doctors here in Washington. In fact, I know we have 
in my own state. They will perform, say, a removal of tonsils, 
where the rate might be $50, but in order to get that skill you 
speak of I would not want to trust this $50 doctor; I would 
want one who would charge $150, because of that skill he has. 
Because you want to do it cheaper than that, he would either 
have to pay the difference or else he would have to agree to 
pay whatever fees the administrator recommended. Am I 
right ? 

Dr. Mountin: If in your particular case you Pad a very 
unusual case of bad tonsils, and that it required a very unusual 
degree of skill, I would expect that that would be provided for. 

SENATOR ELLENDER: Doctor, the point I want to make is 
this: you know yourself that you have in all communities 
famous surgeons, famous lawyers, who work, who might do the 
same work for a citizen, but charge considerably different from 
what that citizen could obtain from other sources. Is that not 
true? 

Dr. MountTin: It is true, and I might even say unfortunately 
true. 


SENATOR ELLENDER: I see. In other words, what would 
~ happen, as I see it, is this: You would fix a system of fees 
that could be charged by the doctor who is in business for a 
year the same as one who has been in business twenty-five years 
and has acquired that skill. 

Dr. Mountin: No, that is not so. I think in my earlier 
statements I provided for the kinds of contingencies or situa- 
tions you have been describing. 

SENATOR ELLENDER: Does the law provide for that? 


Dr. Mountin: Yes; it says that the Surgeon General shall 
arrange with physicians and groups of physicians as to rates 
of pay, methods of pay. 

SENATOR ELLENDER: Are the amounts fixed? 


Dr. Mountin: The group of physicians are certified as to 
the competence of their members, and then adjustment of these 
rates of pay is made as to the competence of the individual. 

SENATOR Murray: Doctor, you have not referred to the 
National Medical Advisory Policy Council, which has been 
set up here, and the work that the Advisory Council has done 
in establishing professional standards. 

Dr. Mountin: That is what I had in mind in making those 
remarks, but I want to say one more point, Senator, and that 
is that under the present scheme of remuneration physicians now 
give a lot of service for less than they really should get, because 
of the economic circumstances of the patient. That is a high 
proportion, 25 or 30 per cent, that many physicians give of 
their time to charity service. 

SENATOR ELLENDER: That is free work. 


Dr. Mountin: In order to compensate for that work that 
they give free, or for less than what it is worth, they frankly 
have to overcharge those that are in better economic circum- 
stances. I think that is unfortunate. I do not blame the physi- 
cian. I just say he is the victim of a circumstance. I think 
with this arrangement that while some of these very high fees 
would be leveled down some it would not be uniform. That is 
ridiculous. That is not thought of in the bill at all. It would be 
most unjust, and it would be stultifying if it was incorporated 
in the act. But leveling out the fees at the bottom you will 
find that the total income of physicians should be increased 
under this scheme of support as is contemplated in title II of 
the act. 

SENATOR Morse: Doctor, is it true that the Veterans Admin- 
istration is at the present time trying to encourage the treatment 
of veterans by doctors in their local communities ? 

Dr. Mountin: I understand they are working out those 
contractural arrangements as may be feasible. I do not have 
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the details. I understand somebody from the Veterans Bureau 
is coming later. Is that not right, Mr. Chairman? 

SENATOR MurRRAY: Yes. 


Dr. Mountin: I do not have the details, but I know from 
reading that they are endeavoring to work out those con- 
tractural arrangements, utilizing local doctors, local hospitals, 
in the localities where the veterans live for certain types of 
conditions. 

SENATOR Murray: You may proceed with your statement. 


Dr. Mountin: I am about through. I wonder if I have 
overlooked any point. 

SENATOR Murray: Would you explain that advisory council 
which is to be set up under the bill, and what its jurisdiction 
would be? 

Dr. Mountin: Well, it provides that the Surgeon General 
shall set up at the federal level an advisory council. I do not 
have the exact wording, but in general the council shall be 
representative not alone of the professional bodies but of the 
institutions that are concerned with care, and with groups that 
are concerned with receipt of service; so we have both the 
point of view of the producer and the recipient of service. The 
act also requires that he shall consult with the council on matters 
of policy, and that he shall report to Congress on the use that 
he has made of these councils. It provides for regional councils 
that parallel the national one in many respects, so that you 
have that balancing of authority. It is not exactly authority, 
but that participation, I should say, of professional and con- 
sumer groups all the way down the line in the administration 
of the act. 

SENATOR ELLENDER: Who selects this council? 
Surgeon General do that? 


Dr. Mountin: Appointed by the administrator, I think. 

SENATOR ELLENDER: The administrator. So that he could 
have people of his own choice? 

Senator Murray: It is on page 41, section 204. 

Dr. Mountin: Approved by the Federal Security Admin- 
istrator. 

SENATOR Murray: But they are selected from panels of names 
submitted by the professional and other agencies. 

Dr. Mountin: That is right. “The sixteen appointed mem- 
bers shall be selected from panels of names submitted by the 
professional and other agencies and organizations concerned 
with medical, dental—” and so on. So the nominations, so to 
speak, sort of come up from the groups. 

SENATOR Murray: With that kind of circumstance it would 
not be possible for the Surgeon General to set himself up as 
a dictator, as he is required to take advice from this Council 
on matters of policy and he has to make reports to it. 

Dr. Mountin: I do not see how he can. As I said before, 
I have been in the government upward of thirty years, about 
twelve of that time here in Washington. And we feel that we 
are accountable to Congress, and I hope that our record with 
you is such that you can say that we have been responsive to 
your will. I can see no reason why, simply because we are 
dealing with somewhat larger sums of money than we have in 
the past, why our relationship with you should be changed in 


Does not the 


the least. You certainly have the authority to “bring us to 
book” any time you see fit. I know you do it; and we are 
glad you do. 


SENATOR ELLENDER: You don’t have as much power now 
under the Health Service as the administrator would have under 
this bill. 

Dr. Mountin: Well, unless you put money and power in 
the same category, or say that money is power,— 

SENATOR ELLENDER: You will not disagree with that, will 
you? 

Dr. Mountin: As far as I was concerned, I think we have 
felt the same degree of responsiveness to Congress, and in fact 
I know they have looked more intimately into our affairs than 
when we were the small Marine Service. I am sure they will 
look still more intimately as we get into this type of service 
relationship with the general population, 


(Remaining questions related to Dr. Mountin’s interpretation 
of the costs of service and fixing of fees, the Advisory Council, 
and so on.) 

(To be continued) 
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National Health Program 


PLATFORM ADOPTED BY THE AMERICAN MEDICAL 
ASSOCIATION 


One of the ten points in this platform will be 
published each week. 

1. The American Medical Association urges a mini- 
mum standard of nutrition, housing, clothing and recrea- 
tion as fundamental to good health and as an objective 
to be achieved in any suitable health program. The 
responsibility for attainment of this standard should be 
placed as far as possible on the individual, but the appli- 
cation of community effort, compatible with the main- 
tenance of free enterprise, should be encouraged with 
governmental aid where needed. 


Official Notes 


INCORPORATION OF ASSOCIATED 
MEDICAL CARE PLANS 


The Secretary of State of Illinois on March 30 issued a 
certificate of incorporation under the General Not For Profit 
Corporation Act of Illinois to Associated Medical Care Plans. 
The new corporation is a national organization which will 
include all state and local medical care plans that comply with 
the minimum standards for medical care plans approved by the 
Council on Medical Service and Public Relations of the Ameri- 
can Medical Association. 

The objects of the new corporation as set out in the articles 
of incorporation are broad. They embrace a variety of activi- 
ties, which can be expanded as future experience and develop- 
ments may indicate. Specifically, the authority granted by the 
state of Illinois permits the new corporation “to promote the 
establishment and operation of such nonprofit, voluntary medical 
care plans throughout the United States and Canada as wil 
adequately meet the health needs of the public and preserve and 
advance scientific medicine and the high quality of medical care 
rendered by the medical profession of the two countries.” 
Significantly, the corporation recognizes that “state and local 
medical care plans should be autonomous in their operation so 
that the needs, facilities, resources and practices of their respec- 
tive areas can be given due consideration, but that the health 
and welfare of the public is advanced by the coordination 
through the medium of this corporation of methods, coverages, 
operations and actuarial data.” 

The actual activities that are at present contemplated are indi- 
cated by the specific duties that the proposed by-laws impose on 
the commission of the corporation, which, in effect, is the cor- 
poration’s board of directors. The commisson is directed to 
undertake and promote : 

(a) Research and compilation of statistics with special 
studies of experience and collection and distribution of finan- 
cial and service data. 

(b) Consultation and information services based on contacts 
with existing and contemplated plans concerning administra- 
tive policies and procedures, and the distribution of significant 
literature and information. 

(c) Public education by interpreting the national scope and 
significance of the medical care plan movement under medical 
society auspices with publicity methods suitable to the various 
groups in the public and yet consonant with proper profes- 
sional practices. 

(d) Coordination and reciprocity among plans with refer- 
ence to transference of subscribers and benefits in the develop- 
ment of national enrolment among large enterprises and 
authoritative contacts with governmental or national agencies 
such as Farm Security, welfare and industrial groups. 

The necessary details dealing with the manner in which these 
duties will be performed are matters that will evolve from future 
meetings of the commission and of members of the corporation. 


& 
April 13, 1946 
To expedite the initiation of corporate activities, a meeting of 
the commission has been called for April 26 and 27 in Chicago 
from which will emerge considered operational plans. These 
will be presented for approval to the first meeting of the mem- 
bers of the corporation, now tentatively to be held in San Fran- 
cisco the two days immediately preceding the annual session of 
the American Medical Association in July. 

Among the more pressing of the matters on the agenda of 
the commission for its April meeting is the acceptance of appli- 
cations for membership and the appointment of an executive 
director to administer the day by day activities of the corpora- 
tion. Plans, at least temporarily, call for the establishment of 
an office, with necessary administrative and clerical staff, in the 
headquarters building of the American Medical Association, thus 
facilitating coordination of the activities of the new corporation 
and of the Council on Medical Service and Public Relations of 
the American Medical Association. 

The following men are serving as indicated on an interim basis 
until the membership can elect officers at the corporation's first 
annual m@ting : 


President—F. E. Feierabend (Surgical Care, Inc., of Kansas 
City). 

Vice president—William M. Bowman (California Physicians’ 
Service). 

Treasurer—Norman M. Scott (Medical Service Plan of New 
Jersey). 

Secretary—Jay C. Ketchum (Michigan Medical Service). 

Commissioners—Willard C. Marshall (Oregon Physicians’ Ser- 
vice), Edwin M. Kingery (lowa Medical Service), Arthur 
J. Offerman (Nebraska Medical Service), L. Howard 
Schretver (Olio Medical Indemnity), Lester H. Perry 
(Medical Service Association of Pennsylvania), Herbert 
H. Bauckus (Council, Medical Society of State of New 
York), Raymond L. Zech (Council on Medical Service and 
Public Relations, American Medical Assocviation), A. 
Adson (Council on Medical Service and Public Relations, 
American Medical Association), Edward J. McCormick 
(Council on Medical Service and Public Relations, Ameri- 
can Medical Association). 


Medical Legislation 


MEDICAL BILLS IN CONGRESS 


Department of Children’s Welfare 

Representative Luce, Connecticut, proposes by H. R. 5960 to 
establish at the seat of the government an executive department 
to be known as the Department of Children’s Welfare to have 
jurisdiction over the activities of the government relating to the 
health, educational opportunity and welfare of children in the 
United States. This bill, among other things, would transfer 
all functions, powers and duties vested in and imposed on the 
Secretary of Labor and the chief of the Children’s Bureau with 
respect to the health, educational opportunity and welfare of 
children to the secretary of the new executive department pro- 
posed by this bill. 

Water Pollution 

H. R. 6024, introduced, by request, by Representative Mans- 
field, Texas, proposes a comprehensive program for the preven- 
tion and control of water pollution, including grants-in-aid or 
loans to states, municipalities and other public bodies for the 
construction of necessary treatment works. 


Control of Barbiturates 
S. 1986, introduced by Senator Bilbo, Mississippi, has been 
reported to the Senate with recommendation that it pass, pro- 
posing to regulate the manufacture, sale, distribution and use of 
the barbiturates in the District of Columbia. This bill would 
amend the existing narcotic law applicable to the District of 
Columbia by including the barbiturates among the drugs covered 


by it. 
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Miscellaneous 

Representative Hope, Kansas, has introdwced H. R. 5925, a 
bill to improve nutritional standards, reduce the cost of food 
distribution, provide a broader outlet for American farm prod- 
ucts and promote scientific development of food processing, 
distribution and marketing by establishing a National Food 
Research Institute. H. R. 5909, introduced by Representative 
Rogers, Massachusetts, proposes to amend the Servicemen’s 
Readjustment Act of 1944 by providing that any veteran entitled 
to a prosthetic appliance shall be furnished such fitting and 
training, including institutional training, in the use of such 
appliance, as may be necessary, whether in a Veterans Adminis- 
tration facility, other training institution or by outpatient treat- 
ment, including such service under contract. The veteran will 
be entitled to necessary traveling expenses and such per dicm 
allowances as the administrator may determine, to the place or 
places of such fitting or training. Senator Pepper, Florida, has 
submitted S. Res. 244 proposing an additional appropriation of 
$50,000 for use by the Subcommittee on Health and Education 
of the Senate Committee on Education and Laboy for further 
studies and surveys of the distribution and utilization of health 
personnel, facilities and related services. The Committee to 
Audit and Control the Contingent Expenses of the Senate has 
reported this resolution after reducing the appropriation to 


$40,090. 
STATE LEGISLATION 


Massachusetts 

Bills Introdueed.—H. 1185 proposes that all bottled medicines 
and tonics containing alcohol or drugs of any description shall 
be labeled in English so as to show the percentages of such 
ingredients. H. 1287 proposes to increase the scope of an exist- 
ing special commission to include matters relative to establishing 
a medical school at the Massachusetts State College. 

Bill Passed.—H. 1132 passed the senate April 2. To amend 
the law relating to actions for personal injuries, it proposes 
that a physician or surgeon who makes a physical or mental 
examination of an injured person in connection with any claim 
for damages for personal injuries shall be deemed to be the 
agent of the party for whose information the examination was 
made for the purpose of answering interrogatories. 


Mississippi 

Bill Introduced.—S. 46 proposes the creation of a memorial 
hospital commission to operate a war memorial hospital having 
a polio and cancer clinic and equipped to do research work in 
cancer and other diseases. 

Bills Passed.—H. 430 passed the senate March 27. It pro- 
poses the creation of a Mississippi Commission on Hospital 
Care to set up and administer a statewide plan for the construc- 
tion, equipping and maintenance of hospitals, nurses’ homes, 
health centers, clinics and related facilities and in conjunction 
therewith to prepare a statewide hospital plan and to conduct 
all necessary studies and surveys incident to developing such 
a statewide hospital plan. H. 699 passed the house April 3. It 
proposes to authorize the state board of examiners to proceed 
by injunction to prohibit any person from practicing any pro- 
fession licensed under the supervision of said board when such 
person is not duly licensed so to practice, except persons prac- 
ticing chiropractic, osteopathic or veterinary sciences. H. 712 
passed the house March 29. It proposes to provide for the 
incorporation of medical, surgical and other corporations organ- 
ized for improving the physical, mental and moral condition of 
mankind. H. 1038 passed the house March 26. To amend the 
law relating to the hospitalization of charity patients, it proposes 
to increase the amount payable for hospitalization and surgical 
care and to provide that no hospital shall receive any funds 
provided for by this act unless such hospital shall have been 
inspected and approved by the state toard of health. 


Missouri 
Bill Passed.—S. 343 passed the house March 26. It proposes 
the creation of a bipartisan board of six members to be known 
as the Missouri State Board of Medical Examination and Regis- 
tration to register and license persons for the practice of medi- 
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cine and surgery, midwifery and chiropody and proposes further 
to transfer the records now in the possession of the department 
of medical licensure of the state board of health of Missouri to 
the Missouri State Board of Medical Examination and Regis- 
tration. 

New Jersey 

Bills Introduced.—A. 259, to amend the law relating to the 
practice of chiropody, proposes to add certain types of adver- 
tising to the grounds justifying the revocation or suspension of 
a license to practice chiropody. A. 262, relating to the practice 
of chiropody, proposes that no corporation formed for the pri- 
mary purpose of practicing chiropody shall continue to practice 
and that no person shall practice or continue to practice chi- 
ropody as an officer, agent or employee of any corporation 
formed for the primary purpose of practicing chiropody or prac- 
tice chiropody under any firm name or trade name or under 
any name other than his own. 

Bills Passed —A. 47 passed the assembly March 29. It pro- 
poses the establishment in the executive branch of the state 
government of a state department of health, the chief adminis- 
trative officer of the department to be the state commissioner 
of health, who shall be a duly licensed physician, a graduate of 
a regularly chartered and legally constituted medical school, 
with at least five years’ experience in the actual performance of 
public health duties, and with skill and experience in public 
health administration and sanitary science. A. 147 passed the 
senate April 1. It proposes that the holder of a license to prac- 
tice a profession, the license or registration certificate of which 
was forfeited or lapsed because of the passage of time while the 
holder thereof was in the armed forces, shall be enti‘led, with- 
out examination or reexamination, within six month: after his 
discharge, to a renewal or reinstatement of such license on pay- 
ment of the lawful fee. A. 164 passed the senate April 2. To 
amend the medical practice act, it proposes an addition to the 
Poard of Medical Examiners of a chiropodist to liave equal 
rights and privileges in all matters affecting chiropocy. A. 1 
passed the assembly April 2. It proposes the creation of a 
Bureau of Cancer Control under the supervision of a director 
who shall be a duly licensed medical physician in the state 
qualified by training and experience to direct the work of cancer 
control and competent to administer cancer clinics. The bureau 
would establish four cancer clinics within the state, each one 
under the direction of a duly licensed medical physician. 


New York 

Bill Passed.—A. 2769 passed the house and senate March 26. 
To amend the code of criminal procedure, it proposes to author- 
ize the judge of a court to appoint psychiatrists and qualified 
psychologists to attend such court when in the opinion of the 
judge such appearance might be necessary. 

Bills Enacted —A. R. 68 was adopted March 21. It pro- 
vides for the creation of a joint legislative committee to make 
a survey and study of the social, educational and physical prob- 
lems of individuals afflicted with cerebral palsy, with special 
attention to those whose muscle involvement is commonly 
referred to as (1) spasticity or (2) athetosis or (3) ataxia, and 
including those who have similar central motor or sensory 
defects. S. R. 22 was adopted March 20. It provides that the 
joint legislative committee to study nutrition problems is hereby 
further continued with all its powers and duties as contained in 
the original resolutions and that such committee shall submit its 
report, together with such legislative proposals as it may deem 
necessary, on or before March 1, 1947. Such investigations shall 
include a nutritional assay of a cross section of the children of 
the state, of expectant mothers, of factory and office workers 
and of the entire population. S. 821 has become chapter 320 of 
the Laws of 1946. To amend the penal law in relation to the 
right to dissect the dead body of a human being, it provides 
that the husband, wife or next of kin of the deceased, when 


_ authorizing a dissection, shall do so by written instrument which 


shall specify the purpose and extent of the dissection so author- 
ized. S. 986 has become chapter 353 of the Laws of 1946. It 
provides for the creation of a temporary state commission to 
examine into the need for and to make recommendations relative 
to the creation of a state university. 
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South Carolina 

Bills Enacted.—S. 101 has become chapter 818 of the Laws of 
1946. It requires every physician attending a pregnant woman 
for a condition relating to pregnancy to take or cause to be 
taken a sample of her blood at the time of the first examination 
and to submit that sample to an approved laboratory for a 
standard serologic test for syphilis. S. 124 has become chapter 
780 of the Laws of 1946. It provides for the creation of a 
South Carolina Hospital Commission to make a complete survey 
of the hospital, health centers and other related facilities in the 
state and to file reports and recommendations concerning the 
same to the next session of the general assembly. 

Virginia 

Bills Enacted —H. 378 has become chapter 344 of the Laws 
of 1946. It provides regulations for the creation of local hos- 
pital or health center commissions. 5S. 64 has become chapter 
355 of the Laws of 1946. It provides for the creation of a 
commission on postmortem examinations and the appointment 
of a chief medical examiner, who shall be a skilled pathologist 
and eligible to be licensed as a doctor of medicine. The chief 
medical examiner is to be provided with an office and labora- 
tory having adequate professional and technical personnel and 
physical facilities for the conduct of postmortem examinations 
and of such pathologic, bacteriologic and toxicologic investi- 
gations as may be necessary or proper. Coroners throughout 
the state shall be appointed from a list of two or more licensed 
doctors of medicine submitted by the component medical society 
of the county or city in which the appointment is to be made. 
S. 238 has become chapter 281 of the Laws of 1946. It provides 
for the use in court of a certified clinical psychologist defined 
as a person skilled in making Binet-Simon or other approved 
mental tests and certified as a certified clinical psychologist by 
the commissioner of mental hygiene and hospitals. 


Council on Medical Service and 
Public Relations 


PREPAID MEDICAL CARE NEWS 


Florida Medical Service Corporation Charter Approved 

The application for charter of the Florida Medical Service 
Corporation has been approved by the state insurance commis- 
sioner, and the board of directors has been appointed. Florida 
Medical Service is a nonprofit corporation sponsored by the 
Florida Medical Association to provide a prepayment medical 
care plan for the people of the entire state. 

In the beginning the plan is expected to offer surgical, obstet- 
ric, x-ray, laboratory and anesthesia benefits for in-hospital 


patients. Enrolment will be limited to groups of five or more 
persons. The suggested monthly premiums are: subscribers, 80 
cents; family, $2, with a family defined as husband, wife and 


all unmarried children under 19 years of age. 

The plan is a combination service-cash indemnity type. The 
income limits above which additional charges are permissible are 
$2,000 for unmarried subscribers and $3,000 for married sub- 
scribers. However, an additional charge may also be made to 
any subscriber “who shall (voluntarily) request and occupy 
private room accommodations in the hospital.” 

Administration will be handled by the Florida Hospital Ser- 
vice Plan. 

The county medical societies have been asked to furnish (on 
a pro rata basis) the amount of money necessary for the cor- 
poration to function. The money will be advanced as a loan, 
with no interest, to be repaid when and if possible. 

The officers and directors are Dr. Leigh F. Robinson, presi- 
dent; Dr. Walter C. Jones, vice president; Rev. E. D. Solomon, 
secretary; Dr. Frederick J. Waas, treasurer; Dr. W. Shaw, 
Dr. Duncan McEwan, Dr. Eugene G. Peek, Dr. Walter C. 
Payne, Dr. William M. Rowlett, Dr. Harrison A. Walker, Dr. 
Robert B. Harkness, Dr. Herbert C. White, Dr. Herman Wat- 
son, Mr. Dewey Dye, Mr. A. R. Cassidy, Mrs. Mildred Wells 
and Sister Loretta Mary. 
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Coming Medical Meetings 


Alabama, Medical Association of the State of, on, April 16-18, 
Dr. Douglas L. Cannon, 519 Dexter Ave., Montgomery 4, Secretary. 
American Association for Thoracic Surgery, Detroit, May 29-31. Dr. 
Richard H. Meade Jr., Kennedy General Hospital, Memphis 15, Tenn., 

Secretary. 

American Association of Plastic Surgeons, 
Dr. Frederick A. Figi, 
Secretary. 

American Association of the History of Medicine, Atlantic City, May 


26-27. Mr. W. B. McDaniel Il, 19 S. 22d St., Philadelphia 3, Secre- 
tary. 


American Broncho-Esophagological Association, Chicago, May 31. Dr. 
Paul H. Holinger, 700 N. Michigan Ave., Chicago 11, Secretary. 
American College ot ong Philadelphia, May 13-17. Mr. E. R. 

Loveland, 4200 Pine St., Philadelphia 4, Executive Secretary. 
American Federation for Clinical Research, Atlantic City, May 28. Dr. 
Richard H. Lyons, University Hospital, Ann Arbor, Mich., Secretary. 
American Gastro-Enterological Association, Atlantic City, May 24-25. 
D Arnold Bargen, 102 Second Ave., S. W., Rochester, Minn., 
Secretary. 
American Larengological Association, Chicago, May 29-30. 
W. Proetz, 3720 Washington Blvd., St. Louis 8, Secretar 
American Rhinological and Otological Chicago, 
May 2 t. tewart Nash, 277 Alexander St., Rochester 7, 
New York, Secretary. 
American Otological Society, Chicago, May 31-June 1. Dr. 
Hoople, 713 E. Genesee St., Syracuse, N. Y., Secretary. 
American Pediatric Society, Skytop, Pa., May 1-3. Dr. Hugh McCulloch, 


Toronto, Canada, June 3-4. 
102 Second Ave., S.W., Rochester, Minn., 


Arthur 


Gordon D. 


325 N. Euclid Ave., St. Louis 8, Secretary. 
American Psychiatric Association, Chicago, May 27-30. Dr. Winfred 
Overholser, St. Elizabeth's Hospital, Washington 20, D. C., Secretary. 


American Society for Research in Psychosomatic Problems, New York, 
May 11-12. Dr. Edwin G. Zabriskie, 714 Madison Ave., New York 21, 


Secretary. 

Arizona State, Medical Association, Phoenix, May 2-3. Dr. Frank J. 
Milloy, 112 N. Central Ave., Phoenix, Secretary. 

Arkansas Medical Society, Litthe Rock, April 14-15. Dr W. R. 


Brooksher, 602 Garrison Ave., Fort Smith, Secretary. 
Association of American Physicians, Atlantic City, May 28-29. Dr. 
Joseph T. Wearn, 2065 Adelbert Road, Cleveland 6, Secretary. 
California Medical Association, Los Angeles, May 7-10. Dr. George H. 
Kress, 450 Sutter St., San Francisco 8, Secretary. 
Central States Dermatological Society, Detroit, April 27. Dr. 
eyner, Henry Ford Hospital, Detroit, Secretary. 


Cyan State Medical Society, Hartford, May 1-3. 
a , 258 Church St., New Haven 10, Secretary. 


Clarence 


Dr. Creighton 


Veckén ‘Medical Association, Jacksonville, April 22-24. Dr. Robert B. 
Mclver, P. O. Box 1018, Jacksonville, Secretary. 

Georgia, Medical Association of, Macon, May 7-10. Dr. Edgar D. 
Shanks, 478 Peachtree St., N.E., Atlanta, Secretary, 

Illinois State Medical Society, Chicago, May 14-16. Dr. Harold M. 
Camp, 224 S. Main St., Monmouth, Secretary. 

lowa Siate Medical Society, Des Moines, April 17-19. Dr. John C. 
Parsons, 406 Sixth Ave., Des Moines 9, Secretary. 

Kansas Medical Society, Wichita, April 22-25. Dr. F. R. Croson, 
112 W. Sixth St., Topeka, Secretary. 


State Medical Society, Alexandria, May Be. TF. 
a ’ 


6- 
430 Tulane Ave., New Orleans 13, Pv lg 
Maryland, Medical and Chirurgical Faculty of, Baltimore, April 23-24. 
Dr. W. Houston Toulson, 1211 Cathedral St., Baltimore 29, Secretary. 
Massachusetts Medical Society, Boston, May 21-23. Dr. Michael A. 
ighe, 8 Fenway, Boston, Secretary, 
ead State Medical Association, St. Paul, May 20-22. Dr. B. B 
Souster, Lowry Medical Arts Bldg., St. Paul 2, Secretary. 
Mississippi State Medical Association, Jackson, May 14-15. Dr. T. M. 
ye, Lox 295, Clarksdale, Secretary. 
Nebraska State Medical Association, Lincoln, B 
Adams, 416 Federal Securities Bldg. Lincoln 
New Hampshire Medical Society, Manchester, R 
Metcalf, 5 S. State St., Concord, Secretary. 
New Jersey, Medical Society of, Atlantic City, May 21-23. Dr. 
Stahl, 55 Lincoln Park, Newark, Secretary. 
New York, Medical Society of the State of, New York, April 29-May 3. 
Dr. Walter P. Anderton, 292 Madison Ave., New York 17, Secretary. 
North Carolina, Medical Society of oe aa e of, Pinehurst, May 1-3. 
Dr. Roscoe D. McMillan, P. O. Box Red Springs, Secretary. 
Dakota State Medical May 26-28. Dr. 
. W. Larson, 221 Fifth St., Bismarck, Secretary. 
Ohio State Medical Association, Columbus, May 7-9. 
Nelson, 79 E. State St., Columbus, Executive , Tastee 
Rhode not Medical Society, Providence, May 15-16. 
uffum, 122 Waterman St., Providence 6, Secretary. 
Society of American Bacteriologists, Detroit, May 21-24. De. Leland W. 
Parr, 1335 H St., N. W., Washington 5, D. C., Secretary 
South Carolina Medical Association, Myrtle Beach, nich 30-May 2. 
Dr. Julian P. Price, 105 W. Cheves St., Florence, Secretary, 
South Poiate State Medical Association, Aberdeen, June 1-4. Dr. Roland 
yer, 22% S. Main St., Aberdeen, Secretary. 
Texas, Stats ‘Medical Association of, Galveston, May 6-9. 
Taylor, 1404 W. El Paso St., Fort Worth 3, Secretary. 
West i arama Medical Association, Huntington, May 13-15. Mr. Charles 
Livel . O. Box 1031, Charleston 24, Executive Secretary. 


May 14. Dr. C. 


Alfred 


Mr. Charles S. 
ry. 
Dr. William P, 


Dr. Holman 
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Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


CALIFORNIA 


Fund for Cancer Research.—The Jewish Fund for Medical 
_ Research has given $40,000 to the University of California for 
‘cancer research on the Los Angeles campus, according to the 
- university Clip Sheet. Part of the fund will be used for a special 
building on the Los Angeles campus and will be designed to 
facilitate expansion of a cancer research project already in 
progress and results of which are pronounced “encouraging” 
by Harry S. Penn, research associate in zoology, who is direct- 
ing the work. The Jewish Fund for Cancer Research was 
incorporated June 28, 1943 under the laws of the District of 
Columbia. The trustees are Edmond I. Kaufmann, Cecil D. 
Kaufmann and Marcus S. Goldnamer, all of Washington, D. C. 
The work sponsored by the fund has been in progress by the 
university about two years. 


FLORIDA 


State Medical Meeting.—The seventy-second meeting of 
the Florida Medical Association will be held at the George 
Washington Hotel, Jacksonville, April 22-24, under the presi- 
dency of Dr. John R. Boling, Tampa. -Among the speakers 
will be: 

Dr. Frank K. Boland, Progress in Abdominal Surger 

Dr. Wilson T. Sowder, Jacksonville, Public Health Problems i in Florida. 

Dr. William O. Fowler, Orlando, Pulmonary Resection in Nontuber- 

culous Diseases of the Chest. 
Lilly, Miami, Peripheral Vascular Dise 
A. Lock kwood, St. Augustine, Abdominal ee and 
Suture Materials. 
Dr. Richard F. Stover, Miami, Significance of Soft Tissue Injuries. 
Dr. Alfred M. Bidwell, Tampa, Treatment of Sacroiliac Sprain by 
Manipulation. 

Dr. James L. Borland, Jacksonville, Principles Governing the Treat- 

ment of Amebic Infection in the Intestine. 

Dr. Alvyn W. White, Pensacola, Infantile Scu 

Dr. James N. Patterson, Tampa, The Role of the Rh Factors in Clinical 

Medicine. 
Other groups meeting include: 


Florida section of the American College of Physicians, 

Florida Railway Surgeons. 

Florida Society of Ophthalmology and Otolaryngology. 

Florida Association of Industrial Surgeons. 

Florida Pathological Society. 

Florida Pediatric Society. 

Florida Health Oficers’ "Society. 

Florida Radiological Society. 

Florida Society of Dermatology and Syphilology. 

The nineteenth meeting of the Woman’s Auxiliary of the 
Florida Medical Association will also be held. 


ILLINOIS 


New Health Officer of Peoria County.—Dr. Harry R. 
Marlatt, Peoria Heights, assistant city health officer, has been 
named health officer of the newly organized full time Peoria 
County health unit. A seven member board has been set up 
with Earl E. Downing, Elmwood, county superintendent of 
schools, as president. 

Chicago 

Cutter Memorial.—The Spring Quarterly Bulletin of North- 
western University Medical School has been designated the 
Irving S. Cutter number in honor of the former dean of the 
medical school, who died in 1945. 

The Hamburger Lecture.—Dr. Samuel A. Levine, assistant 
professor of medicine, Harvard Medical School, Boston, will 
give the third Walter Wile Hamburger Memorial Lecture of 
the Institute of Medicine of Chicago, May 24, at the Palmer 
House. His subject will be “The Treatment of Congestive 
Heart Failure.” 

Service Club Pledges $150,000 to Hospital.—Mount 
Sinai Hospital Service Club, an organization which was asso- 
ciated with Mount Sinai Hospital for over twenty-five years, 
recently pledged $150,000 payable in yearly instalments of $15,000 
to support research at Mount Sinai Hospital under the direction 
of Dr. Israel Davidsohn, director of laboratories and pathologist 
to the hospital. 
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Personal.—Dr. Frederick Steigmann, assistant professor of 
medicine, University of Illinois College of Medicine, who 
before entering the medical corps of the U. Naval Reserve 
was director of therapeutics at the Cook County Hospital and 
associate director of the Ludvig Hektoen Institute for Medical 
Research of Cook County in charge of clinical investigation, has 
returned from active service and resumed his former duties. 

Brochure on Hektoen Institute—A brochure on the 
Hektoen Institute for Medical Research of Cook County has 
recently been made available. It contains photographs of the 
institute at 629 South Wood Street and one of Dr. Ludvig 
Hektoen, for whom the institute is named. A complete review 
of the institute’s history and proposed activities is also contained 
in the booklet as well as a biography of Dr. Hektoen. 

Dr. Hollender Retires as Professor Emeritus.—Dr. 
Abraham R. Hollender, Miami Beach, Fla., who until recently 
was acting head of the "department of ‘otolaryngology, the Uni- 
versity of Illinois College of Medicine, has been granted retire- 
ment by the university with the rank ‘of professor of otolaryn- 
gology emeritus, effective February 1. Dr. Hollender has 
resumed practice in Miami Beach, Fla. 

Physician Bequeaths $50,000 to Michael Reese Hos- 
pital.—The late Dr. Lester E. Frankenthal bequeathed $50,000 
to Michael Reese Hospital, where he first became associated 
as intern in 1883, joining the staff six years later. His wife, 
Mrs. Ann E. Nourse Frankenthal, a graduate of St. Luke's 
Hospital, founded the Michael Reese Hospital School of Nurs- 
ing in 1890 and was its first director, Dr. Frankenthal became 
senior attending physician in obstetrics and gynecology in 1924 
and remained on the staff until his death. His son, Dr. Lester 
E. Frankenthal jr., has been a member of the department of 
obstetrics and gynecology since 1927. Dr. Frankenthal died 
Dec. 19, 1945, aged 81. 

INDIANA 


Personal.—Dr. Schuyler F. Teaford, Paoli, has resigned as 
health officer of Orange County——Dr. Newton W. Larkum, 
recently released from the Army Medical Corps, has been 
appointed medical director of the Ames Company, Inc-——Dr. 
Edwin R. Smith, Indianapolis, has been appointed a member 
of the Indiana council for mental health, filling a vacancy that 
occurred with the death of Dr. Larue D. Carter——Dr. Walter 
Stoeffler, Indianapolis, has been named pediatric consultant in 
the division of maternal and child health, Indiana State Board 
of Health. 

State Geriatrics Institute ———A one day geriatrics insti- 
tute sponsored by the Indiana University School of Medicine, 
Indianapolis, and the Indiana State Board of Health will 
held in the auditorium of the university May 22. The purpose 
of the institute is to study the process of aging, the problems 
of the aged and the more common diseases and disabilities 
associated with aging. In attendance will be physicians inter- 
ested in geriatrics, educators, dentists, nurses, social workers, 
representatives of industry and labor and, in fact, all who may 
have an interest in the medical, social and economic problems 
connected with the rapidly increasing age of our population. 
The forenoon session of the institute will be devoted to a dis- 
cussion of health guidance in maturity, mental hygiene and 
geriatrics, with a symposium on diseases of advancing years, 
including cardiovascular renal diseases, arthritis, cancer, eye 
and ear diseases and endocrine therapy with Dr. Willis D. Gatch, 
dean of the university, presiding. With Dr. Leroy E. Burney, 
state health commissioner, presiding, the afternoon program will 
be devoted to an address on geriatric medicine by Dr. Edward J. 
Stieglitz, Washington, D. C., consultant in gerontology to the 
National Institute of Health. As an additional feature, aging 
as an industrial health problem will be discussed by a repre- 
sentative of labor, a representative of management and an indus- 
trial physician. A public meeting will be held in the evening. 
All the facilities of the Indiana University School of Medicine 
and of the state board of health will be devoted to making this 
institute a success and in creating a widespread interest, both 
professional and public, in the purpose of the institute. <A 
division of adult hygiene and geriatrics was recently created in 
the state department of health with Dr. William F. King, 
Indianapolis, as director (THE JouRNAL, February 9, p. 361). 


LOUISIANA 


Student Awards for Published Articles.—Beginning with 
volume 8, the Journal of the Louisiana State University School 
of Medicine will offer to the student body two awards of $25 
each for articles submitted for publication. Volume 8 of the 
journal will begin with the March issue. 
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MARYLAND 


State Medical Meeting.—The Medical and Chirurgical 
Faculty of Maryland will hold its meeting at the Belvedere 
Hotel, Baltimore, April 23-24, under the presidency of Dr. 
Thomas R. Chambers, Baltimore, who will discuss “Postwar 


Asthenia.” Among the speakers will be 
Dr. Nicholson J. Eastman, Baltimore, Median versus Lateral 
Epistotomy. 
Drs, John Mason Hundley Jr. and Beverly C. Compton, both of 


Baltimore, Carcinoma of the Cervix. 

Dr. John A. C. Colston, Baltimore, Carcincma of the Prostate: 
crine Therapy and the Radical Operation. 

Dr. Charles Lagley Jr., Baltimore, The Story of Cerebral Injuries. 

Dr. Alan C. Woods, Baltimore, Early Treatment of Eye Injuries. 

Dr. William J. Fulton, Detreit, Doctor in Industry. 

Dr. Wallace M. Yater, Washington, D. C., Disease 
in Young Men—A Study of 400 Cases Proved at Nec 

Dr. John T. King, — Acute Cardiac Disorder ‘Simulated by 
Pulmonary Embolist 

Dr. Alfred Blalock, Tihhaaie, The Surgical Treatment of Pulmonary 
Stenosis. 

Dr. Arthur W. Allen, Boston, Venous Thrombesis and Pulmonary 
Embolism: A Comparative Study of Femoral Vein Interruption 
and Dicumarol Therapy. 

Dr. Harry M. Robinson Jr., Baltimore, Common Dermatologic Prob- 
lems Presented by the Veteran. 

Dr. Henry M. Fox, Boston, Brief Psychotherapy Overseas and at 


Endo- 


ome. 

Dr. Maurice C. Pincoffs, Baltimore, Medical Problems in the South- 
west Pacific Area. 

Dr. Harvey B. Stone, Baltimore, The Hanline of Large Hemorrhages 
into the Bowel. 

Dr. George H. Noninfective Gangrene Following 
Fracture of Lower Le 

Dr. Perrin H. Leng. og The Etiology and Epidemiology of 
Infectious Hepatitis. 

Dr. Harry C. Hull, Faltimore, Visualization ef Amebic Abscesses of the 
Liver as an Aid to Therapy and Proguesis. 


Dr. Joseph E. Moore, Baltimore, Penicillin in the Treatment of 
Syphilis. 
Dr. Theodore FE. Woodward, Baltimore, Chemotherapy in the 


Rickettsial Diseases, with Special Reference to Para-Aminobenzoic 
Acid. 

On Wednesday evening at a public meeting Dr. Warfreld T. 

Longcope, who is retiring as professor of medicine, Johns Hop- 


kins University School of Medicine, Baltimore (THe JourNnat,. 


January 26, p. 231), will deliver the Trimble Lecture on “The 
Treatment of Metallic Poisoning by BAL (British Anti- 
lewisite).” A meeting will also be held Wednesday to honor 
Marcia C. Noyes, who has been librarian for the facu'ty for 
fifty years and executive secretary of the state association 
for twenty years. Miss Noyes was employed by the late 
Bernard C. Stemer, then librarian at Pratt Library, who in 
1896 recommended her services to Dr. William Osler, who had 
just succeeded in having moved from the basement of the 
Athenaeum the library of the Medical and Chirurgical Faculty. 
The program of the faculty also includes round table discussions. 


MICHIGAN 


Cancer Day.—On March 20 the Genesee County ys 
Society inaugurated an annual Cancer Day in Flint. Amon 
the speakers were: 

. Dr. Paul A. O'Leary, Roehester, Minn., Cutaneous Malignancy, 

Dr. Louis E. Phaneuf, Boston, Cancer of the Uterus. 

Dr. Frederick A. Co ler, Ann Arbor, Cancer of the Stomach. 

Dr. Charles B. Huggins, Chicago, Cancer of the a nana Tract. 

Dr. Frank E. Adair, New York, Cancer of the 

Mr. Elmer H. Bobst, New York, ‘The Cancer Problem in America. 

Udo Wile Honored.—Dr. Udo J. Wile, professor of pre- 
ventive medicine and public health, University of Michigan 
Medical School, Ann Arbor, was recently made a “Commander 
of the Order of Public Health,” a decoration which had pre- 
viously been issued to two other persons, one of whom is Sir 
Alexander Fleming. The decoration was awarded to Dr. Wile 
by the French minister of health for his service while in France 
in instituting a venereal disease program. Dr. Wile recently 
returned from France. 

Course for Practitioners—Dr. Frederick A. Coller, pro- 
fessor of surgery, and the chiefs of the various divisions at the 
University Hospital, University of Michigan Medical School, 
Ann Arbor, will offer a course for returning medical veterans 
who are general practitioners. Subject material to be presented 
in clinics, lectures, demonstrations and ward rounds will include 
minor surgery in office practice, nonoperative gynecology and 
obstetrics, otolaryngology and ophthalmology, dermatologic 
lesions, burns, general medical practice, infectious diseases, treat- 
ment of venereal diseases, pediatric practice, neurology and 
psychiatry. The teaching schedule may be obtained on request. 
The course will begin April 29 and end June 22. 

Koch Dismissal Denied by Court.—Federal Judge Robert 
R. Nevin on March 11 overruled a defense motion to dismiss 
charges of mislabeling and misbranding purported cancer cures, 
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for which Dr. William F. Koch, Detroit, and his brother Louis 
and the Koch Laboratories are on trial. Judge Nevin also ruled 
against a motion to strike out all testimony pertaining to malonic 
and glyoxylic acids, both of which concoctions, the prosecution 
claims, duplicate the Koch products malonide and glyoxylide. 
The motion to drop the charges was filed February 19, but the 
court had deferred ruling until sufficient evidence had been 
heard to support government claims, according to the Detroit 
Times. 

Curative Workshop.—The Curative Workshop with quar- 
ters at 65 Ferry Avenue, West Detroit, was recently incor- 
porated as an independent organization. The workshop has 
been approved by the Wayne County Medical Society, which 
has also named the medical advisory committee, including Drs. 
Wyman D. Barrett, chairman; Leo H. Bartemeier, Arbie L. 
Brooks, Ralph E. Hall, Clyde N. Hasley, James W. Lasley, 
John J}. Prendergast Jr., Frank H. Purcell, Robert J. Schneck 
and Francis Walsh, all of Detroit, and Earle A. Irvin, Grosse 
Pointe. The present workshop is an outgrowth of the pro- 
grain started in 1934 by the Visiting Nurses Association. The 
present activity was evolved in March 1945, when representatives 
of the board of the Visiting Nurses Association and the Detroit 
Orthopaedic Clinic consulted with the Wayne County Medical 
Society. Miss Helen King is technical director of the Curative 
Workshop. 

MINNESOTA 


New County Bulletin—The St. Louis County Medical 
Society is now publishing its own bulletin. In the four issues 
thus far published are contained announcements and news of 
returning members. Officers of the society are Drs. Daniel W. 
Wheeler, Duluth, president-elect ; Paul G. Boman, Duluth, presi- 
dent; Francis W. Bachnk, Hibbing, vice president; Elizabeth 
C. Bagley, Duluth, secretary-treasurer, and Mrs. Margaret B. 
Gilbert, executive secretary. 


NEW YORK 


Alpha Omega Alpha Lectures.—Dr. Robert H. Williams, 
instructor in medicime, Harvard Medical School, Boston, gave 
the spring lecture of Alpha Omega Alpha at Syracuse Uni- 
versity College of Medicine on March 7. His lecture was on 
“Recent Studies of the Physiology and Treatment of Thyro- 
toxicosis.” Dr. Carl A. L. Binger, New York, gave the 
annual address of the Alpha Omega Alpha Society, University 
of Rochester School of Medicine and Dentistry, March 15, on 

“The Doctor’s Dilemma.” 

Training for Psychiatrists—On March 23 the New York 
State Department of Mental Hygiene announced the establish- 
ment of a program to train phys:cians in psychiatry and neu- 
rology to meet the unprecedented need for increased medical 
personnel for hospital and outpatient treatment of persons suffer- 
ing from mental and nervous diseases. Provision has accord- 
ingly been made for the training of a hundred physicians 
through courses which were to begin on April 5. These doctors 
will be added to the staffs of all the department’s mental hos- 
pitals and the state schools for the mentally deficient, where 
they will serve as resident physicians while in training. The 
program will be inaugurated with courses set up at the New 
York State Psychiatric Institute and Hospital in New York 
City in conjunction with the Columbia University College of 
Physicians and Surgeons and at the Syracuse Psychopathic 

ospital in conjunction with Syracuse University College of 
Medicine. The courses, starting April 5 in New York and 
May 3 in Syracuse, will continue weekly for forty-eight weeks, 
They will consist of lectures, clinical conferences and laboratory 
work and will meet the primary requirements of the American 
Board of Psychiatry and Neurology. Formal instruction will 
be supplemented by supervised clinical work at the resident’s 
institution. Dr. Frederick MacCurdy, state commissioner of 
mental hygiene, in announcing the program, stated that in normal 
times there were some 3,500 trained psychiatrists in the United 
States and that it has been conservatively estimated that at 
least three times as many could be used to advantage at the 


present time. 
New York City 


Special Lectures.—Dr. Ernest Laqueur, Institute of Phar- 
macotherapy, Amsterdam, will deliver the seventh Harvey 
Society Lecture of the current series at the New York Academy 
of Medicine, April 18. Dr. Laqueur will speak on “Interrelation- 
ships Between Gonadotropic and Sex Hormones.”——Dr. Isidor 
Snapper will discuss “Bone Diseases” before the New York 
Institute of Clinical Oral Pathology, April 29, at the New York 
Academy of Medicine. 
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History of Medicine in Art.—An exhibition of the history 
of medicine im art will open April 15 at New York University 
College of Medicine. The prints are from a collection of more 
than 1,000 owned by Dr. Clements C. Fry of the department 
of health, Yale University School of Medicine, New Haven, 
who has been collecting medical prints simce 1927. Many of 
his earliest examples were acquired from the collection of Dr. 

ugen Hollander, who wrote extensively on the history of 
medical caricature. The exhibition will include prints drsplayed 
recently at the National Gallery of Art, Washington, D. C., and 
others selected by Dr. Fry from his collection especially from 
New York University’s showing. The exhibit will close April 
27. Several early fifteenth century woodcuts representing cures 
by faith and works of Lucas van Leyden, Pierre van der Borcht, 
van Ostade and Rembrandt in the sixteenth and seventeenth 
centuries will be shown. Emphasis falls on the eighteenth 
century, when charlatans and quacks were popular targets for 
satire. Examples include caricatures by Rowlandson and Wood- 
ward and an unusual colored aquatint by L’Eveille. Prints by 
Daumier, Boilly and Cruikshank are among those on medical 
subjects in nineteenth century art. Among the examples of 
contemporary art are two drawings by Darrow and Petty 
satirizing mterest in psychoanalysis. 


OHIO 


Dr. Hudson Named Dean of State Graduate School.— 
Dr. N. Paul Hudson, professor and chairman of the depart- 
ment of bacteriology, Ohio State University College of Medi- 
cine, Columbus, and the university graduate school, has been 
named dean of tlhe vradnate school to succeed Alpheus W. 
Smith, Ph.D., who will retire August 31. Dr. Hudson, who 
graduated at Harvard Medicab School, Boston, mm 1925, has 
served at different times as instructor at the University of 
Chicago, assistant pathologist, Besten City field 
director in yellow fever with the International Health Division, 
Rockefeller Foundation, West Africa, and professor of bac- 
tertelogy and hygicire at the University of Chicago. He has 
been associated with the Ohio State University since 1935. 

Changes in Biochemistry at Western Reserve.—Harland 
G. Wood, Ph.D., associate professor of physiologic chemistry, 
University of Minnesota, Mimneapokis, will head the department 
of biochemistry, Western Reserve University, Cleveland, which 
has received a $500,00) gift to expand its work. Dr. Wood, who 
will oceupy his new position on July 1, has done notable research 
in physiologic bacteriology, the biochemistry of bacteria and 
more recently with isotopes in the study of the roles various 
chemical elements play m metabolism of nerve tissue in imfan- 
tile paralysis. He will succeed Victor C. Myers, Ph.D., who 
has been named head of the newly created department of clinical 
biochemistry at the school of medicine. The gift of $509,009 
from the Elisabeth Severance Prentiss Foundation has made it 
possible to bring in Dr. Wood and with him leadership in the 
newer fields of biochemistry. Dr. Wood’s staff of assistants 
and associates will be announced later, but it will be adequate 
to enable the school of medicine to carry on large scale work 
in the chemistry of living processes. Dr. , who won the 
annual Eli Lilly Award for his work in biochemistry of bac- 
teria in 1942 (THe Journat, Feb. 13, 1943, p. 531), graduated 
at Macalester College, St. Paul, in 1931. 


OREGON 


Executive Secretary for Multnomah County.—Mr. Rich- 
ard K. Stanton, Spokane, Wash., on terminal leave with the 
rank of lieutenant from the U. S. Naval Reserve after four 
years’ service, has been appointed executive secretary of the 
Multnomah County Medical Society, effective May 1. This 
is a newly created position. Mr. Stanton, who graduated at 
the University of Idaho in 1934 and who has an M.A. degree 
from Stanford University, has had varied experience in news- 
paper work, public relations and advertising agencies, His 
address will be the University Club, Portland. 


VIRGINIA 


Hospital News.—Raiford Hospital, Franklin, was recently 

opened with a capacity of 80 beds. The hospital is named for 
Dr. Rufus L. Raiford, Franklin, who founded its “predecessor 
institution some years ago.” 

Physician Honored.—The Chatham Lions Club recently 
selected Dr. Oscar L. Ramsey, Gretna, as the most valuable 
citizen of 1945 of Pittsylvania County. The citation desig- 
nating Dr. Ramsey stated that he had given unsparingly of his 
time “in doing for others.” 
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Chiropractors and Naturepaths Not Exempted from 
State Examinations.—At the present session of the general 
assembly the chiropractors and naturopaths presented a bill 
requesting an amendment to the healing arts act of 1944 to 
write ina “grandfather” clause permitting all chiropractors and 
naturopaths practicing in Virgmia at that time permanent exemp- 
tion from examinations by the state board of medical examiners, 
according to the Virginia Medical Monthly. This came up on the 

oor of the senate and, after discussion, was voted down by a vote 
of 22 to 15. In 1944 they had been given five years in which 
to comply with the law. 


GENERAL 


Radiologic Conference.—The midsummer radiologic con- 
ference of the Rocky Mountain Radiological Society will be 
held August 8-10 at the Shirley Savoy Hotel, Denver. Dr. 
Leonard G. Crosby, Denver, is president and Dr. Alired M. 
Popma, Boise, Idaho, secretary-treasurer. 


Cancer Campaign.—With April desigmated by an act of 
Congress as Cancer Control Month, the American Cancer 
Society lawached its campaign on April to obtain $22,000,000. 
A dinner in New York officially opened the program. A feature 
of the campaign will be the collections in motion picture 
theaters througheut the country during the week of April 21 
and continumg for eight consecutive days. A trailer made in 

ood features Spencer Tracy in a stirrimg appeal for funds 
to fight against cancer. 

Special Society Elections.—Dr. Stuart Mudd, Philadel- 
phia, was recently elected president of the American-Soviet 
Medical Society, filling the vacancy that occurred when Dr. 
Walter B. Cannon died. Dr. Abraham Stone, New York, 
is the corresponding secretary———Dr. John S. LaDue, New 
York, has been elected chairman of. the eastern section and 
Dr. Robert H. Bayley, Oklahoma City, of the southern section 
of the American Federation for Clinical Research. Dr. Richard 
H. Lyons, University Hospital, Ann Arbor, Mich., ts secretary- 
treasurer of the American Federation fer Clinical Research, 
which will hold its meeting in Atlantic City, May 28. 


Medical Directors of Red Cross.—Dr. Asa Barnes has 
been transferred from the national headquarters of the American 
National Red Cross, Washington, D. C., to San Francisco as 
medical director in charge of the Paeifie area office. Dr. Court- 
ney M. Smith is acting medical director in the Washington 
headquarters. Other area medical direetors include: 

Dr. Harry E. Kleinschmidt, North Atlantic Area Office, 300 Fourth 
Avenue, New 


or 
Dr. Ollie M. Goodloe, Eastern Area Office, 615 North St. Asaph 
Alexandria, 


ohn M, Walon, Southeastern Area, Office, 230 Spring Street 
Atlanta 3, Ga. 

Dr. Raymond F Barnes, Midwestern Area Office, 1709 Washington 
Avenue, St. Louis 3. 

Marquard Finds Gebhard with Aid of The Journal.— 
On March 22 Dr. Bruno Gebhard, director of the Cleveland 
Health Museum, received a letter from Dr. Kurt Marquard, 
medical officer in the German army. The two physicians had 
been close friends at one time but had lost track of each other. 
Dr. Marquard, who had been captured in the allied drive, was 
assigned to inspection of sanitary conditions in a prison camp 
in France. While on tour he noticed a copy of Tuk JourNAL 
for March 3, 1945 in some discarded papers. In it he found an 
article on “Community Health Education by the Medical Pro- 
fession” by his friend Dr. Gebhard, to whom he immediately 
wrote, reestablishing relations that had been terminated when 
Dr. Gebhard came to this country in 1937. 


Dean of Beirut University Visits United States.—James 
O. Pinkston, Ph.D., dean of the medical division of the American 
University of Beirut, Lebanon, recently arrived in the United 
States to help raise funds for the $2,500,000 expansion pro- 
gram of the medical division and to recruit faculty members. 
The American University of Beirut, one of the eight colleges 
affiliated in the Near East College Association, was founded 
in 1866 with a charter from the state of New York. Its 
medical school, which opened a year later, has given a four 
year course of training to more than a thousand doctors and 
has also graduated hundreds of nurses. The university is said 
to be the largest American educational institution outside the 
United States. It offers education to men and women without 
regard to religion, race, nationality or color. Most graduates 
of the medical school practice in Lebanon, Syria, Palestine, 
Trans-Jordan and Iraq. Students come to the school from 
these countries as well as from Sudan, Iran, India, East ln 
Greece, Albania, Egypt and the United States. The propo 
project was described in THe JouRNAL Dee, 29, 1945, page 99. 
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LATIN AMERICA 


Health Activities in Latin America.—Hospital News.— 
A new 108 bed tuberculosis hospital is scheduled to be ready 
for occupancy in October in Tegucigalpa, Honduras. It is being 
constructed jointly by the government of Honduras and the 
Institute of Inter-American Affairs, Washington, D. C. 

Peruvian Health News —The president of Peru recently 
appointed a seven man commission to draft plans for reorganiz- 
ing the National Department of Health. Among the major 
changes already recommended are decentralization of all health 
functions by the establishment of departments (corresponding 
to the states in the United States) and district health depart- 
ments, establishment of requirements that all public health 
officials be trained in public health before appointment and 
establishment of full time work for all public health officials. 
Dr. Ernest B. Howard, Boston, has been named chief of the 
field party in Peru, succeeding Dr. Edward A. Westphal, who 
has returned to Glendale, Calif., to engage in private practice. 
The health program in Peru was originally established for the 
two year period July 1942 to July 1944. In March 1944 the 
United States and the republic of Peru entered into an agree- 
ment to extend the program for another three years, that is 
from July 1944 to July 1947. To finance this program the 
Institute of Inter-American Affairs is contributing $1,850,000 
and the government of Peru $672,388. The government of 
Peru is also contributing facilities, equipment and material. 
Among the projects undertaken were the establishment of seven 
hospitals, four dispensaries, four health centers, twenty-seven 
medical posts and one mobile dispensary. Except for one dis- 
pensary the provision of each of these health facilities involved 
the construction of a building or the extensive remodeling of 
one in existence. 

New Publication on Tropical Medicine —Revista Kuba recently 
made its appearance in Havana, Cuba. It will be devoted to 
parasitology and tropical diseases and will be published monthly 
under the direction of Drs. Pedro Kouri Esmeja and Jose G. 
Basnuevo Artiles, professors of parasitology and tropical medi- 
cine at the University of Havana. The address is Revista Kuba, 
Apartado #899, Havana, Cuba. 

Pan American Congress of Ophthalmology.—At the business 
meeting of the second Pan American Congress of Ophthal- 
mology in Montevideo, Uruguay, Nov. 26-Dec. 1, 1945 it was 
decided to establish a committee on education to survey con- 
ditions of the teaching of ophthalmology in several study centers 
in Latin America, establishing an exchange of professors, 
assistants and pupils, establish correspondence courses and 
establish boards similar to that of the American Board of 
Ophthalmology or of courses for the information of ophthal- 
mologists in the medical schools. It was agreed that a com- 
mittee would be named to carry out the measures proposed by 
the committee in education. The boards that would be formed 
would be charged with organizing sectional meetings in the 
years when no Pan American Congress was scheduled. The 
program includes the hope that there will be established a “cen- 
tral exchange” through which ophthalmologists throughout the 
continent may obtain complete bibliographic information. The 
committee on education includes Dr. Jorge Valdeavellano 
(Arequipa 149, Lima, Peru), president; Dr. Thomas D. Allen, 
Chicago, representing North America (Canada and the United 
States); Dr. Miguel A. Branly, Havana, representing Central 
America (Mexico, Panama, Nicaragua, Guatemala, Honduras, 
Costa Rica, Cuba, Haiti, San Salvador, Dominican Republic, 
Venezuela and Columbia), and Dr. Rodriguez Barrios, Monte- 
video, Uruguay, representing South America (Ecuador, Peru, 
Paraguay, Uruguay, Bolivia, Chile, Argentina and Brazil). 

Society News.—New officers of the “Colegio Medico de Fl 
Salvador” include Dr. Carlos Gonzalez B., president; Dr. 
Esteban Reyes, vice president; Dr. Gregorio Avila Agacio, 
secretary; Dr. Margaret de Beneke, undersecretary, and Dr. 
Alfredo Sanchez-Mairena, treasurer. 


Changes in Personnel in Health and Sanitation Division.— 
Dr. Walter M. Smith, formerly of Little Rock, Ark., Major, 
M. C., Army of the United States, associate chief of party, 
Mission Sanitaire Americaine in Haiti, has become director of 
the Yaws program in Haiti, succeeding Dr. neg H. Dwinelle, 
who plans to return to private practice in Rye, N. Y.—-Dr. 
Frank R. Neff, recently released from the Pond of the United 
States with the rank of lieutenant colonel, joined the staff of 
the Institute of Inter-American Affairs in January and has 
been assigned as associate chief of field party for Costa Rica. 
Dr. Erwin F. Hoffman, formerly of Jacksonville, Fla., has been 
named chief of party in Nicaragua to succeed Dr. Leonard S. 
Rosenfeld, formerly of Brooklyn. 


GOVERNMENT SERVICES 
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New Library Chief 
Max H. Fisch, formerly curator of the rare book collection, 
Cleveland Branch of the Army Medical Library, has been made 
chief of the branch*which is known as the history of medicine 
division. 


Annual Reports of Government Agencies 


Annual reports of various governmental services have recently 
been made available, including those for the U. S. Public Health 
Service, Veterans Administration, Food and Drug Administra- 
tion and Federal Security Agency, for the fiscal year ending 
June 1945. The annual report of the Gorgas Memorial Labora- 
tory for the fiscal year of 1944 has also been published. 


_ Liaison Officer Named 
Surgeon Norvin C. Kiefer, Geneva, Ohio, has been appointed 
to serve in the office of the chief, Tuberculosis Control Division, 
U. S. Public Health Service, as vocational rehabilitation liaison 
officer with the vocation rehabilitation division of the U. S. 
Office of Education. Dr. Kiefer graduated at the University of 
Michigan Medical School, Ann Arbor, in 1930 


Colonel Dart Goes to Institute of Pathology 

Col. Raymond O. Dart, deputy chief surgeon for the Army 
Forces in the Western Pacific, has been appointed assistant 
director of administration at the Army Institute of Pathology. 
Colonel Dart has been awarded the Legion of Merit and the 
Bronze Star for his services since going to the Pacific in 1942 
as commanding officer of the 105th General Hospital, an 
affiliated unit of Harvard University. Dr. Dart graduated at 
Rush Medical College in 1916. 


Research on the Common Cold 

A prolonged study of the common cold will start about July 1 
at the National Institute of Health, U. S. Public Health Service, 
Bethesda, Md. About $50,000 has been earmarked to begin the 
project, which will continue until the prevention and the cure 
of the common cold are determined. A common cold unit will 
be set up in the division of infectious diseases. Dr. Rolla E. 
Dyer is director of the National Institute of Health. 


Fellowships for Health Education 


Fellowships for a year of graduate study in health education 
at one of the leading schools of public health are being offered 
by the U. S. Public Health Service through funds made avail- 
able by the National Foundation for Infantile Paralysis, accord- 
ing to Surg. Gen. Thomas Parran, U. S. Public Health Service, 
Federal Security Agency, Washington. Tuition, travel expenses 
for field experience and a stipend of $100 a month are provided. 
The training, which leads to a master’s degree in public health 
from an accredited school of public health, starts with the fall 
quarter of 1946. Men and women between the ages of 22 
and 40 who are citizens of the United States and who can 
meet the entrance requirements of the school of public health 
of their choice are eligible to make application. Candidates 
must hold a bachelor’s degree from a recognized college or 
university and must have had some work experience in a related 
field. Previous training in the biologic or physical sciences, 
sociology and education is usually required. Veterans are 
encouraged to apply for fellowships. Subsistence allowance 
under the G. I. Bill of Rights will be supplemented by fellow- 
ship funds to provide a total stipend of $100 a month. Training 
consists in-nine months of academic study in public health, 
health education, community organization and _ information 
technics and three months of supervised field experience in 
community health education. Persons accepting fellowships are 
expected to work in the field of health education for at least . 
two years after the training period. Schools of public health 
are located at Columbia University, Harvard University, Johns 
Hopkins University, the University of California, the Uni- 
versity of Michigan, the University of Minnesota, the University 
of North Carolina and Yale University. Application forms may 
be obtained from the Surgeon General, U. S. Public Health 
Service, Washington 25, D. C. Completed applications must be 
filed by June 1 for consideration. 
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Deaths 


John Shelton Horsley ® a leader in the advancement of 
surgery, died at his home in Richmond, Va., April 7, aged 75. 

Dr. Horsley was born in Lovingston, Va. Nov. 24, 1870. 
After graduation at the University of Virginia Department of 
Medicine, Charlottesville, in 1892 he took postgraduate work 
in New York and started the practice of medicine in Nelson 
County, Va. He moved to Staunton in 1894 but in 1896 he 
returned to New York. From i899 to 1903 he practiced in 
El Paso, Texas, acting as proprietor and surgeon in chief of 
St. Luke’s Hospital. Then he went to the Medical College of 
Virginia, Richmond, and served as professor of the principles 
of surgery until 1912. 

r. Horsley was a fellow of numerous scientific groups, 
including the American and Southern surgical associations. He 
served the American Medical Association as a member of the 
House of Delegates from 1908 to 1910 and 1913 to 1914, 
chairman of the Section on 
Surgery, General and Abdomi- 
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cal Department in 1881 and at the Jefferson Medical College 
of Philadelphia in 1882. His numerous postgraduate studies 
included work with Lord Lister at the King’s College Hospital, 
London. 

Dr. Hill started the active practice of medicine in Mont- 
gomery in 1884. He became county physician in 1893 and was 
visiting surgeon of Laura Hill Hospital from 1897 to 1932. He 
had also been visiting surgeon of St. Margaret’s Hospital and 
surgeon of the Mobile and Ohio Railroad, surgeon general of 
the Alabama National Guard and surgeon of the Second Ala- 
bama Regiment. Dr. Hill was president of the Montgomery 
Board of Health in 1893 and president of the United States 
Board of Pension Examiners in 1897. 

In 1932 he was given a banquet by the Montgomery County 
Medical Society and presented with a silver cup to mark his 
completion of fifty years in the practice of medicine. In 1939 
he was awarded a citation by the Medical Association of the 
State of Alabama for first successfully suturing a heart wound 
in the United States in 1902, a surgical accomplishment on which 
he made many successful improvements in subsequent years. 

He was a fellow of the 


nal, member 0” the Council on 
Scientific Assembly from 1915, 
when it was created, to 1930, 
holding the chairmanship from 
1919 to 1930. He had been a 
member of the founders group 
of the American Board of 
Surgery. He had once been 
president of the Richmond 
Academy of Medicine, Medical 
Society of Virginia, Southern 
Medical Association, the Vir- 
ginia Acacemy of Science and 
the American Association for 
the Study of Neoplastic Dis- 
eases. He was an honorary 
member of the St. Louis Medi- 
cal Society, a member of the 
Virginia State Hospital Board, 
a former vice president of the 
Tri-State Medical Association 
of the Carolinas and Virginia 
and a corresponding fellow of 
the Medical Society of Lon- 
don. 

As a past president of the 
Virginia Cancer Foundation 
and a member of the National 
Advisory Cancer Council he 
was arduous in his support 
of educational activities against 
cancer. He had received 
numerous honors for his work 
as a surgeon, including the 
gold medal of the Southern 
Medical Association for his 
work on the surgery of blood 
vessels and intestine and, at 
five different times, certificates 
from the American Medical 
Association for similar work. 
Honorary degrees were 
awarded to him, and in 1936 his portrait was unveiled during 
special ceremonies of the Ex-luterns Association of St. Eliza- 
beth’s Hospital, where he had been surgeon-in-chief for many 
years. He in turn had set up a memorial to his father in the 
department of medicine at the University of Virginia for research 
on general surgery and was instrumental in the establishment 
of prizes for papers by staff members of the Virginia state 
hospitals. 

Throughout his life Dr. Horsley contributed extensively to 
the medical literature; he served as associate editor of Lewis's 
Practice of Surgery and was the author of Surgery of Blood 
Vessels, Operative Surgery, Surgery of Stomach and Small 
Intestine, Research and Medical Progress, and Surgery of 
Stomach and Duodenum. 

Luther Leonidas Hill @ distinguished surgeon and father 
of Senator Lister Hill, died at his home in Montgomery, Ala., 
April 4, aged 84. 

Dr. Hill was born in Montgomery Jan. 22, 1862. His early 
education was received at the school of Professor George 
Thomas, Montgomery, and at Howard College, then at Marion. 
He graduated at the University of the Citv of New York Medi- 


Joun Suerton Horsey, 1870-1946 


American College of Surgeons 
and a past president and life 
councilor of the Medical Asso- 
ciation of the State of Ala- 

ma. He was also a past 
president of the Montgomery 
Medical and Surgical Socicty. 

William Gilliam Kennon 
® Nashville, Tenn. ; University 
of Pennsylvania Department 
of Medicine, Philadelphia, 
1908; born in Sublets, Va., 
Oct. 25, 1883; professor of 
clinical otolaryngology at the 
Vanderbilt University School 
of Medicine; specialist certi- 
fied by the American Board 
of Ophthalmology and_ the 
American Board of Otolaryn- 
gology: member and formerly 
vice president of the American 
Laryngological, Rhinological 
and Otological Society ; mem- 
ber of the American Academy 
of Ophthalmology and Oto- 
laryngology; past president 
of the Nashville Academy of 
Medicine; served in France 
during World War I; on the 
staffs of the Nashville Gen- 
eral, Protestant, St. Thomas 
and Vanderbilt University 
hospitals; died January 3, aged 
62, of coronary thrombosis. 

Lloyd Bryan ® San Fran- 
cisco; University of California 
Medical Department, San 
Francisco, 1911; born in For- 
tuna, Calif., in 1884; associate 
clinical professor of radiology 
at his alma mater; specialist 
certified by the American 
Board of Radiology, Inc.; member of the American Roentgen 
Ray Society, American College of Radiology and the National 
Gastroenterological Society; member and past president of the 
Radiological Society of North America, Inc.; visiting roent- 
genologist at the Dante Hospital, Mount Zion Hospital, San 
Francisco Hospital and the Franklin Hospital, where he died 
December 21, aged 61, of lymphosarcoma. 


Frederick Whiting ® New York; Long Island College 
Hospital, Brooklyn, 1885; born in Brooklyn, Feb. 4, 1861; 
professor of clinical surgery (otology) emeritus at the Cornell 
University Medical College; consulting surgeon at New York 
Eye and Ear Infirmary and Mount Sinai Hospital; member 
of the American Otological Society; fellow of the American 
College of Surgeons and the New York Academy of Medicine; 
honorary member of the New York Otological Society; author 
of “Modern Mastoid Operation”; died March 12, aged 85, of 
cerebral hemorrhage. 

Hans Edward Bedley, Meridean, Wis.; Barnes Medical 
College, St. Louis, 1908; died December 5, aged 83, of carcinoma 
of the stomach. 


130 
46 
mas 


1044 DEATHS 
John Nelson Blood ® Redwood City, Calif.; College of Joseph Edward Norris @ Baltimore; University of Mary- 


Physicians and Surgeons of San F rancisco, 1914; served during 
World War I and later in Siberia for a year with occupation 
forces; on the staffs of the Community Hospital of San Mateo 
County and the Mills Memorial Hospital in San Mateo, where 
he died December 25, aged 57, of cerebral hemorrhage. 

Gregorio Catalano, Ransom, Pa.; Regia Universita di 
Napoli Facolta di Medicina e Chirungia, Italy, 1905; member 
of the American Medical Association; medical director of the 
Ransom Mental Hospital; died in the West Side Hospital, 
Scranton, December 20, aged 67, of pneumenia. 

William Clyde Comee @ Green Bay, Wis.; College of 
Physicians and Surgeons of Chicago, School of Medicine of the 
University of Ilhinois, 1908; member of the American Academy 

Ophthalmolog y out Otolaryngology ; specialist certified by 
the American Board of Otolaryngology; died im the Bellin 
Memorial Hospital, December 8, aged 59, of imfluenza and 
lateral sclerosis. 

George William Dahnke © Memphis, Tenn.; University 
af Tennessee College of Medicine, Memphis, 1925; instructor 
af dermatology and syphilology at his alma mater ; died Novem- 
ber 11, aged 48, of corenary occlusion. 

Newcomb Lincoln Damon, New York; Boston University 
School of Medicine, 1883; died December 1, of arteriosclerotic 
heart disease. 

Jacob A. Drooz, Albany, N. Y.; Albany Medical Golllege, 
1913; died December 13, aged 55, of ‘cerebral thrombosis. 

Clarence Payne Franklin Umverstty of 
Pennsylvania Department of Medicine, Philadelphia, 1893; 
fellow of the American College of Surgvons; for hts services 
during World War 1 was decorated with the Italian War Cross 
and Order of the Crown of Italy; coloncl, medical reserve 
corps, U. S. Army, not on active duty; died in the U. S. Nawal 
Hospital December 11, aged 75. 

George S. Gochenour, Moorefield, W. 

Medical College, 1889; member of the American Medical Asso- 
ciation: honorary Tife member of the West Virgima State Medi- 
cal Association; past president of the Potomac Valley Medical 
Society; served as a member of the council, city health ofhoer 
and vice president of the Hardy County Bank; died December 


17, aged 88, of senility. 
Charles W. Gooden, Edison, Neb.; Medical College of 
2, aged 74, ai ‘burns 


Va.; Baltrmore 


Indiana, Indianapolis, 1896; died December 2 
received when his home caught fire. 

George R. Gould, Warwick, N. Y.; Colnmbia University 
College of Physicians and Surgeons, New Vork, 1928: member 
of the American Medical Association; m the staff of St. 
Anthony's Hospital, where he died December 14, aged 41, of 
pulmonary embolism following laparotemy jor ruptured gastric 
ulcer. 

Charles Albert Jenkins, Keokuk, lowa; Missouri Medical 
College, St. Louis, 1893; died December 5, aged 79, af cerebral 
hemorrhage. 

Julian Lee Kendall, Mount Vernon, N. Y.; Manitoba 
Medical College, Winnipeg, Man., 1906; died December 19, aged 
65, of coronary thrombosis. 

David Hughes Lake, Syracuse, N. Y.; Jefferson Medical 
College of Philadphia, 1885; mentber of the Asnerican Medical 
Association and affiliate member of the Medical Soaety of 
the State of Pennsylvania; past president of the Kingston ( Pa.) 
Board of Health; died December 6, aged 81, of cancer of the 
stomach. 

Charles E. Lauder, Viroqua, Wis.; University of Maryland 
Schoo! of Medicine, Baltimore, 1291: at one time secretary 
of the Vernon County Medical Society; a captain in the medi- 
cal corps of the U.S. Army during World War [; for many 
years city health officer ; died in Rochester, Minn., December 
6, aged 79, of general peritonitis and ulcerative colitis. 

Henry W. F. Law ® Grand Forks, N. D.; Detroit College 
of Medicine, 1904; fellow of the American College of Surgeons ; 
associated with the Grand Forks Clinic and was chief of staff 
of the Deaconess Hospital; died December 2, aged 74. 

David Lorenzo Martin, Boston; Boston University School 
of Medicine, 190©; died December ©, aged 71, of cerebral 


hemorrhage. 
George W. Mauzey, Findlay, I11.; Louisville Medical Col- 
lege, 1892; Hospital College of Medicine, Louisville, Ky., 


1893; a member of the “fifty Year Club”; 
83, of an upper respiratory infection. 

Melbourne George Millman, Alma, Mich.; Trinity Medi- 
cal College, Toronto, Ont., Canada, 1888; died in the Michigan 
Masonic Home and Hospital January 5, aged 82, of carcinoma 
of the stomach. 


cied January 2, aged 


land School of Medicine and Gollege of Physicians and Surgeons, 
Baltimore, 1917; served during World War I; physician for 
the Baltimore and Ohio Railroad: on the staffs of the Uni- 
versity Hospital and the Bon Secours Hospital, where he 
died December 7, aged 51, of injuries to the chest received in 
an automobile accident. 

Adrian W. Rhodes, New York; Université de Lausanne 
Faculté de médecine, Switzerland, 1941; mterned at the Metro- 
pohtan Hospital and the Bellevue Hospital, New York, serving 
a fellowship im pediatrics at the latter; residemt in pediatrics at 
the Flower and Fifth Avenue Hospitals, New York; died 
December 8, aged 29, of chronic nephritis. 


William Henry Sage, Chicago ; Loyola University School 
of Medicine, Chicago, 1942; interned at St. Bernard’s Hospital, 
where he served a residency; died December 10, aged 33, of 
chronic myocarditis and bronchial asthma. 

Charles Reuben Scott ® Twin Falls, Idaho; Northwestern 
University Medical School, Chicago, 1900; born in Belvidere, 
Il1., March 2, 1878: fellow of the American College of Surgeons; 
member of the House of Delegates of the American Medical 
Association m 1917, 1918, 1933 and 1937; past president of the 
Southside Medical Society and the Idaho State Medical Society ; 
past chief of staff, Twin Falls County General Hospital; died 
Jammary 8, aged 67, of hypertensive cardiovascular disease. 

William David Sellers, Birmingham, Ala.; Atlanta Col- 
lege of Physicians and Surgeons, 1902; member of the Aneri- 
can Medical Association; died in the South Highland [nfrmary 


December 17, aged 05, of coronary occluston and general arterio- 
sclerosis. 


Lawrence <hields © Xenia, Ohio; Medical College of Ohio, 
Cincinnati, 1895; at one time director of the American Hospital 
in Mexico City; past president of the Greene County Medical 
——: served in France during World War 1; died January 

9, aged 73, of coronary thrombosis. 

Sidmey Edward Smith, Woodhaven, N. Y.; New York 
Homeupathic Medical College and Hospital, New York, 1892; 
died December 30, aged 86, of cerebral hemorrhage. 


Henry Loring Staples, Miuneapolis; Medical School of 
Maine, Portland, 1886; died December 23, aged 86, ef car- 
cinoma of the stomach. 


Willian Gale Stinchcomb, Bellefontame, Ohio; Bellevue 
Hospital Medical College, New York, 1895; member of the 
American Medical Association; served during World War 1; 
a member of the board of trustees of the Bellefontaine Public 

for twenty-five years, acting as treasurer most of that 
time; died December 19, aged 74, of — 

Dickran T. Tabibian, Jacksen Heights. N. Y.; University 
ai College of Medicine, Burkneton, 188s at one 

time practiced im Turkey and in 1895-1896 served at the capital 
as United States vice consul; died im the Physicians Hospital 
December 5, aged 87. 


Edward Francis Timmins, Poston; Harvard Medical 
School, Boston, 1904; member of the American Medical Associa- 
thon; died December 11, aged 64. 


Benjamin Franklin Tarner Meimpuois, Tem.; 
a@f Physicians and Surgeons, medical department of Columbia 
College, New York, 1890; an Affiliate Fellow of the American 
Medical Association; emeritus professor of neurology at the 
University of Tennessee College of Medicine, formerly con- 
sulting, neurologist at the John Gaston and St. joseph’ s hospitals; 
formerly member of the city park commission; died Janmary 
8, aged 85, ef myocardial failure and peripheral vascular embolus, 

Martin Van Raalte Cimcago; Washmegton University 
School of Medicine, St. Louis, 1912: member of the Missouri 
State Medical Associatwwn; assistant roentgenologist at the 
Cook County Hespital; died December 5, aged 57, of coronary 
thrombosis. 

Frank Walls, Chicago; Northwestern University Medical 
School, Chicago, 1891; professor emeritus of pediatrics at 
his alma mater; served on the staffs of the County, St. Luke's 
and Wesley Memorial hospitals; died in Fort Lauderdale, Fla., 
January 14, aged 76, of arteriosclerotic heart disease. 

Sylvester Matthias Welsh, Waukesha, Wis.; State Uni- 
versity of Lowa’ College of Medicine, lowa City, 1929; began 
active duty as a captain in the medical corps, Army of the 
United States, on July 14, 1941; service terminated July 1, 1942; 
died in St. Joseph’s Hospital, Milwaukee, November 26, aged 
43, of cirrhosis of the liver. 

Levi White, Worcester, Mass.; Bellevue Hospital Medical 
CoNlege. New York, 1872; member of the American Medical 
Association ; died December 1, aged 96, of chronic myvucardial 
degeneration. 
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FOREIGN 
Foreign Letters 


LONDON 
(From Our Regular Correspondent) 
March 23, 1946. 


The Government Bill for a Comprehensive 
National Health Service 


The National Health Service bill, in which the government 
has given legislative form to its plans for a comprehensive 
health service, has at last been published. It provides a per- 
sonal health service by doctors and dentists, whem the patient 
chooses, available at health centers at home or at the doctor’s 
own office. Doctors may choose whether or not to join the 
service, and joining it will not debar them from receiving fees 
from those who do not wish to take advantage of the state 
scheme, which will be available to all, free and without qualifi- 
cation or limitation. All forms of general and specialist hospital 
care and treatment are included. Specialist opinions and treat- 
ment of all kinds will be available at hospitals, institutions, 
clinics, and in the patient’s home. The minister of health will 
be responsible fur the service, which will be administered by 
regional boards. The minister will take over voluntary and 
public hospitals and others if necessary, the teaching hospitals 
being given special treatment. Supplementary services will 
include midwifery, maternity and child welfare, home nursing, 
@ priority dental service for children and expectant and nursing 
mothers, and domestic help when needed on health grounds. 
These services will be administered by local health authorities. 


THE COST OF THE SCHEME 


The cost of the scheme in the early years is estimated at 
§608,000,000 a year. The government will bear the full cost 
of the hospital and specialist services, estimated at $348,000,000, 
and of the family doctor, dentist and pharmaceutic services, 
estimated at $18,000,000, and will also pay $24,000,000, about 
half the cost of the services to be administered by the local 
health authorities. Hospital management committees will be 
set up for each large hospital or for groups of hospitals. The 
teaching hospitals will not come within this system but will 
have separate boards of governors. 


THE POSITION OF DOCTORS 


The service of family doctors, dentists and pharmacists is to 
be organized by local executive councils and based on health 
centers. The members of these councils will be nominated in 
equal numbers by the major local authorities and the minister 
and by the local doctors. Each doctor will have his own list 
of patients whom he has agreed to attend and can use the 
health centers as surgeries. The patient's freedom in the 
choice of doctor is not canceled, nor will there be a general 
direction of doctors. But there will be a certain control of 
their movement within the national service. Payment of doctors 
will be partly by salary and partly by capitation fee. The sale 
of practices which are wholly or partially within the National 
Health Service will be prohibited, and compensation will be 
paid to present practitioners for loss of selling values. In 
agreement with the doctors’ representatives $264,000,000 has 
been fixed for the capital value involved. The distribution of 
compensation will be left to the profession, and the minister 
will accept any reasonable proposals within the total sum. 
Normally compensation will be paid on retirement or death. 
To meet the needs of unattractive areas which are short of 
doctors, salaries will be adjusted to induce them to enter 
these areas. 
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HOSPITAL AND SPECIALIST SERVICE 


This covers hospital and consultant services of all kinds, 
including general and special services, maternity accommoda- 
tion, tuberculosis sanatoriums, infectious disease units, provision 
for the chronically sick, mental hospitals and mental deficiency 
institutions, accommodation for convalescent treatment and 
medical rehabilitation, and all forms of specialist treatment, 
such as orthopedics, cancer, neurosurgery, plastic surgery, 
pediatrics, gynecology, ophthalmic services and ear, nose and 
throat treatment. Afl appliances required by patients, even 
dentures and spectacles, will be supplied. 


THE TEACHIN HOSPITALS 


Special arrangements will be made for the teaching hospitals. 
Unlike the other hospitals, they will not be administered by 
regional boards set up under the bill. Each will have its. 
separate board of governors, which will include members 
nominated by the university, the regional board for the area, 
the senior staff of the hospital itself and the previous governing 
bodies. The endowments of these hospitals will pass directly 
to the new boards of governors, who are assured that their 
purposes will still be observed as far as possible. 


HEALTH CENTERS 


A main feature of the general practitioner service is the 
development of health centers. These will afford means for 
general medical and dental services and also for many of the 
special services and sometimes for outpost clinics of the hospital 
and specialist services. They will provide doctors with equipped 
and staffed consulting rooms and also will be able to serve 
as bases for various activities in health education. 


THE REACTION OF THE MEDICAL PROFESSION 


Though attempts have obviously been made to meet some 
of the objections to the proposals of the government, the bill 
is unacceptable to the great majority of the medical profession 
on fundamental grounds. They entirely reject the principle 
which animates the socialist government—that the best scheme 
of medical treatment is to be obtained by state control of the 
profession. At a press conference Dr. Dain, chairman of the 
council of the British Medical Association, said that the present 
minister of health, Mr. Bevan, had taken an entirely different 
line from his predecessors. Members of the association had 
seen him only twice, and he would not negotiate with them. 
The association’s view was that it was not in the public interest 
that doctors as a profession should become whole time state 
servants. The minister proposed to take the responsibility of 
telling doctors where they should practice and what form of 
practice they should undertake. Dr. Hill, secretary of the 
British Medical Association, said that the immediate reaction 
to the proposals was that they would lead sooner rather than 
later to doctors becoming whole time salaried servants of the 
state. That was a form of service that they believed to be 
contrary to the public interest. Meetings of members and 
nonmembers of the association would be called in every part 
of the country during the first fortnight of April. A special 
representative meeting of about 250 delegates would be held 
in London on May | and 2. The council of the British Medical 
Association is to submit for the information of the profession 
56,000 copies of a report on the bill, which will be accompanied 
by a statement. It is pointed out that it is in the patient's 
interest that the doctor should be independent within his field. 
Inevitably there will be an urge on the part of the state to 
cut short all sickness and save funds and man power. The 
taking over by the state of all hospitals must cause a loss 
of local interest and discouragement of contributions. 

The attitude of “the leading independent weekly medical 
journal,” the Lancet, is summed up by the Times as “a cautious 
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acceptance of the proposals.” It admits that “to a profession 
of individualists the whole conception of government control 
is repugnant.” To some it would seem to mean the triumph 
of bureaucracy over medicine, but there is another possibility, 
the triumph of medicine, in its own field, over bureaucracy. 
“Even if doctors became civil servants, the nature of civil 
service is changing before our eyes, for the enlarging machinery 
of the state is demanding the care of more and more technicians. 
In any medical service professional opinion adequately expressed 
is bound to command attention. We should ask ourselves 
whether, with all its risks, the service contemplated does not 
give us opportunities.” 
BRAZIL 
(From Our Regular Correspondent) 
Rio pE JANEIRO, March 22, 1946. 


Incidence of the Rh Factor 

Dr. Humberto C. Ferreira, Dr. Carlos S. Lacaz and Dr. 
Oswaldo Mallone of the Department of Microbiology and 
Immunology of the University of Sao Paulo have recently 
reported a study of the Rh factor in 260 white inhabitants of 
Sao Paulo using anti-Rh serum furnished by the Blood Trans- 
fusion Association of New York. Of these, 222 were Rh posi- 
tive (85.4 per cent) and 38 were negative (14.6 per cent). This 
result does not differ significantly from the findings of Land- 
steiner, Wiener, Tisdall and Garland in white populations. In 
249 persons of known blood type the results were as follows: 
in 139 persons of type O there were 116 Rh positive (83.5 per 
cent) and 23 negative (16.5 per cent); in 92 persons of type A 
there were 85 Rh positive (92.4 per cent) and 7 negative (7.6 
per cent); in 15 persons of type B there were 13 Rh positive 
(86.7 per cent) and 2 negative (13.3 per cent) and in 3 persons 
of type AB all were Rh negative. There was a significant 
difference between the two sexes: in 106 males there were 95 
Rh positive (89.6 per cent) and 11 negative (10.4 per cent) 
and in 154 females there were 131 Rh positive (85.1 per cent) 
and 23 negative (14.9 per cent). 


Preparation of Antiscorpionic Serum 

The frequency of scorpion bites in the region of Belo Hori- 
zonte, Minas Gerais, has emphasized the importance of anti- 
scorpion serum. In 1928 production of the serum was initiated 
at the Minas Gerais branch of the Oswaldo Cruz _ Institute, 
under the direction of Dr. Octavio Magalhaes, by the intra- 
venous injection in bovine animals of increasing doses of 
scorpion venom (standardized in recently captured gray mice). 
After the foundation of the Minas Gerais State Institute of 
Chemistry and Biology Dr. A. Viana Martins was placed in 
charge of the preparation of antiscorpion serum. In a recent 
report Dr. A. Viana Martins of the Minas Gerais State Insti- 
tute of Chemistry and Biology described improvements in the 
preparation of antiscorpion serum which include (1) the use of 
the horse as a source of blood serum, (2) the use of anavenom 
instead of venom as antigen, (3) subcutaneous instead of intra- 
venous injection for immunizing inoculations and (4) the use 
of guinea pigs instead of gray mice for standardization. Bovine 
animals are not used for serum because of (a) the low yield of 
serum despite the possibility of hemorrhage due to small con- 
tractility of clot in bovine blood, (b) toxicity of bovine serum 
for certain laboratory animals and for man, particularly when 
used intravenously, (c) the possibility of anaphylactic shock in 
patients due to sensitization from bovine meat and milk as food 
and (d) the lesser docility of the animals. Fatal toxic accidents 
in test animals are prevented by the substitution of anavenom 
for venom as antigen. The anavenom is prepared as follows: 
Venom of Tityus serrulatus is obtained by grinding vesicles 
and is then diluted in isotonic solution of sodium chloride. One 
per cent of formaldehyde is added and the solution kept under 
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toluene at 4 C. for forty days. This transformation into ana- 
venom reduces the toxicity of the venom but does not change 
its antigenic power. Toluene, acting as a preservative, main- 
tains the sterility of the anavenom solution and thus allows sub- 
cutaneous inoculation without the formation of large abscesses. 
The inconvenience of using recently captured gray mice is 
avoided by the substitution of guinea pigs for standardization 
tests. Work is in progress on the use of white mice for this 
purpose. With these changes in technic, potent antiscorpion 
serum is now produced more rapidly and more economically. 


Brief Items 

Gen. Florencio de Abreu, surgeon general of the Brazilian 
army medical corps, and Col. Isler Vieira, assistant surgeon of 
the medical corps, have left for the United States as guests of 
the American government, to study the organization of the 
U. S. Army Medical Corps. 

Dr. J. Moura Moniz has been appointed professor of Bacteri- 
ology at the University of Rio de Janeiro to succeed Dr. Bruno 
A. Lobo, who died recently. 

Dr. Delfino Pinheiro Cintra, professor of pediatrics at the 
University of Sio Paulo, reached the age limit and retired from 
active duty. 

Dr. Raphael Paula Souza, professor of phthisiology at the 
University of Sao Paulo, has been appointed director of the 
Division of Tuberculosis of the National Department of Health. 

Dr. H. Sampaio Correa has been appointed director of the 
Department of Health of the state of Sao Paulo. 

Dr. Alberto Borgerth, surgeon of the Department of Hos- 
pitals of Rio de Janeiro, has been appointed director of the 
department. 

Dr. Luciano Gualberto, professor of surgery at the University 
of Sao Paulo, left for the United States as guest of several 
American universities, where he will present surgical procedures 
for salpingectomy, hysterectomy and nephropexy. 

Dr. Adelmo Machado, medical superintendent of the Hospital 
Couto Maia of Salvador, state of Bahia, died recently at the 
age of 49. 

Personal 


Dr. B. Paula Santos Jr., associate professor of ophthalmology 
at the University of SAo Paulo, has been appointed head of the 
Division of Trachoma of the Sao Paulo State Department of 
Health, succeeding Dr. Sylvio A. Toledo. 


Marriages 


WittiaAM Crane CANTRELL, Hamilton, Ala., to Lieut. Doris 
Melvin, Nurse Corps, U.S.N., of Birmingham in San Diego, 
February 28. 

Horace A. ALBERTSON, Richmond, Va., to Mrs. Marie Patter- 
son Van Antwerp of Berkeley, Calif., at Fort Shafter, Honolulu, 
recently. 

FraNK NeEviLLtE Buck Jr., Portsmouth, Va. to Miss Alice 
Marjorie Marshall of Louisia, December 

Merton Louis Wuite to Miss Catherine Margaret Field, 
both of Washington, D. C., January 12. 

Joun CLarence Taytor, Anderson, S. C., to Miss Maxine 
Carpenter in Opelousas, La., January 25. 

CATHERINE JoHNsTON, Bloomfield, Pa, to Mr. John B. 
Moore of Clincho, Va., February 9. 

Russe_t L. FANKHOUSER of Pine Grove, W. Va., to Patricia 
Dopp of Savannah, Ga., March 4. 

Ropert Torrance Cate to Miss Ruth Varnon, both of 
Birmingham, Ala., January 25. 

Hucu Browning WALKER to Miss Annette Coffey, both of 
Kansas City, Mo., February 17. 

RatpH HocsHeap Jr., Albany, Ga., to Miss Ruth Cheney of 
Morgan, February 16. 
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Correspondence 


HYPOGLYCEMIC FATIGUE 


To the Editor:—Following the publication of the article 
Hypoglycemic Fatigue by Karlan and Cohn in the March 2 
issue of THE JoURNAE, in which it was pointed out that no 
beneficial effects with atropine were obtained in cases of hypo- 
glycemia, one of us had an opportunity to discuss the paper 
with Dr. Portis. Dr. Portis and Dr. Alexander had observed 
elevation of the blood sugar, normal glucose tolerance curves 
and relief from symptoms in other cases of hypoglycemia after 
the administration of atropine. As a result ‘of our talk it is 
felt that two points in our paper should be reemphasized. In 
our cases atropine did not prevent the occurrence of hypo- 
glycemic blood levels during the course of our intravenous glu- 
cose tolerance tests. It must be admitted that in 4 of our cases 
injected glucose was removed from the blood at a slower rate 
after atropine than without it. However, by carrying out our 
tolerance tests for three hours rather than two hours, as Portis 
did, we observed the same degree of hypoglycemia regardless 
of whether or not atropine was administered. In the second 
place, atropine did not remove or ameliorate the subjective 
symptoms in our patients. It is therefore felt that Portis was 
observing a different type of hypoglycemia than the one we 
encountered. It seems probable that there may be innumerable 
causes for so-called “idiopathic” hypoglycemia. We may have 
observed one type not influenced by atropine, while Portis and 
Alexander studied an entirely different etiologic group. The 
lack of correlation between the results in the two groups would 
seem to indicate this conclusion. 


Ciarence Coun, M.D., Philadelphia. 


BOMBING AND HEALTH 

To the Editor:—Re: the editorial “Bombing and Health,” 
page 638, Vol. 130, No. 10, dated March 9, 1946. 

As chief of the Morale Division, U. S. Strategic Bombing 
Survey, under whose direction the Medical Sciences Branch of 
this survey operated, may I express the appreciation of each 
and every officer, enlisted man and civilian member of the 
U.S. S. B. S. whose combined efforts made the report possible. 
Your editorial is indeed a well earned compliment for them. 

May I correct for the record two minor errors in the editorial : 

1. Although Dr. Brandt was condemned to death on April 18, 
1945 and the death warrant was signed by Hitler personally, 
Dr. Brandt was not executed. The conspiracy between Dr. 
Speer and Himmler versus Borman, Goebbels and Hitler 
resulted in Dr. Brandt's being repeatedly saved from execution 
and finally freed by Dr. Speer in May 1945 to join the so-called 
Doenitz government in Flensberg. It was at Flensberg that 
Dr. Brandt was arrested by the Allies on May 17, 1945 (U. S. 
S. B. S. interview 64, Prof. Dr. med. Karl Brandt, June 17-18, 
1945). The last statement on page 339 of the Medical Report 
is misleading. 

2. In Hamburg the heavy raids began the night of July 27, 
1943 and four night raids followed during the next seven days. 
Thus in truth five raids killed approximately 50,000 people in 
those seven days of August and July 1943. (The German secret 
report available in the U. S. S. B. S. files in Washington tells 
what this means in terms of medicine and health not alone to 
the one city but to the nation.) 

Again our sincere appreciation for your editorial. 


Ricnuarp L. Meine, M.D., Cleveland. 


BUREAU OF INVESTIGATION 


1047 


HODGKIN’S DISEASE AND GIANT FOL- 
: LICULAR LYMPHADENOPATHY 


To the Editor: —Under the editorial comment entitled “Hodg- 
kin’s Disease and Giant Follicular Lymphadenopathy” in Tue 
JourNnaL, March 16, the statement is made, referring to giant 
follicular lymphadenopathy, “it is curable by mild x-ray ther- 
apy.” This is incorrect in the opinion of most students of the 
disease. Although Brill, Baehr and Rosenthal (THe JourNat, 
Feb. 28, 1925, p. 668) originally thought this condition benign, 
they have since reversed this opinion and Baehr, Klemperer and 
Rosenthal (Am. J. Path. 3:550, 1927) look on the disease as a 
form of lymphosarcoma, which it resembles both clinically and, 
in later stages, pathologically. Although usually highly respon- 
sive to roentgen rays, the disease slowly progresses, has the 
course of a malignant neoplasm and in our experience is 
invariably fatal. 

I bring this to your attention for the statement of curability, 
if transmitted to relatives of patients, will lead to unnecessary 
later distress for the patient, the relatives and the physician. 


Ovip O. Meyer, M.D., Madison, Wis. 


Bureau of Investigation 


CEASE AND DESIST ORDERS 


Abstracts of Certain Federal Trade 
Commission Releases 


The work of the Federal Trade Commission in helping to 
protect the public against misrepresentation or fraud in the 
medical as well as other fields, has been greatly extended by 
the provisions of the Wheeler-Lea Amendment to the Federal 
Trade Commission Act. The Food, Drug and Cosmetic Act 
of 1938 increased the Food and Drug Administration’s con- 
trol of the advertising claims and statements made on the label 
of a medicine or on the carton or in the accompanying leaflet, 
whereas what might be termed collateral advertising, that 
which appears in circulars, newspapers and magazines and 
over the air, cames more actively under the purview of the 
Federal Trade Commission by virtue of the Wheeler-Lea 
Amendment. 

THE JouRNAL has at various times commented on the activi- 
ties of the Federal Trade Commission in this connection, even 
before the Wheeler-Lea Amendment gave it its added powers. 
In some cases the Commission may accept from the person or 
concern involved a stipulation that the objectionable practices 
or claims cited will be discontinued. In other cases the Com- 
mission issues what is known as a Cease and Desist Order, in 
which the individual, manufacturer or distributor cited is 
ordered to cease and desist from practices which have been 
declared objectionable. In some cases the claims cited have 
been discontinued by the firms several months (or even longer) 
before the issuance of the order. Abstracts of some of the 
orders issued in 1943, 1944 and 1945 follow in this form: name 
of product, name of distributor, date of issuance of complaint, 
date of issuance of Cease and Desist Order and terms of order. 


Dr. Pierce’s Purgative Pellets and Ward's Bile Salts Compound and 
Cascara Tablets.—Montgomery Ward & Company, Inc., Chicago; com- 
plaint issued Sept. 25, 1943; order issued April 9, 1945. Order directed 
respondent to discontinue any advertisements which failed to reveal that 
the products in question should not be used in the presence of abdominal 
pains, nausea, vomiting or other symptoms of appendicitis. It was 
provided, however, that such advertisements need contain only the 
statement, ‘‘Caution: Use only as directed,” if the labeling instructions 
carried a warning to the same effect. 


indian Herbal Roots.—-Gladys Goldberg, trading as Wakita Herb Com- 
pany, New York; complaint issued Dec. 7, 1943; order issued Sept. 9, 
1944, Order directed respondent to discontinue representations that the 
product is an effective treatment for nervousness, insomnia, or a_ sick, 
burning stomach; that it has any value in the treatment of poor appetite, 
back pains, headaches or a gassy stomach, beyond providing temporary 
relief when such symptoms and conditions are due to constipation; that 
these disorders are usually caused by constipation; that the preparation 
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will restore energy or vitality, rid the body of accumulated poisons, and 
is not habit-forming. The order further directed Miss Goldberg to 
cease using the words ‘“‘Indian’’ and ‘“‘roots” as parts of the trade 
name or otherwise representing that the mixture is compounded from 
roots, or that its ingredients were used by the American Indians, The 
Commission found that the product is an irritant laxative and potentially 
dangerous when taken by one suffering from symptoms of appendicitis. 
The order required the respondent to discontinue any advertisement that 
did not reveal that the mixture should not be used in the presence of such 
symptoms. It was provided, however, that the advertising need contain 
only the statement, “Caution: Use only as directed,”’ if the directions for 
use on the label or in the labeling carry a warning to the same effect. 


Lady Ashton Foot Ease..-William H. Howe, Lowell, Mass.; complaint 
issued Dec. 3, 1943; order issued March 17, 1945. Order directed 
respondent to discontinue any advertisements which represented that his 
preparation would remove calluses or assist in their removal beyond 
temporarily softening the outer layers, that the product will relieve foot 
discomforts or tired, aching feet in excess of possibly affording temporary 
relief from such symptoms when used with foot bath arid massage. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Workmen’s Compensation Acts: County Tuberculosis 
Nurse Not Under Automatic Provisions Thereof.—The 
plaintiff claimed compensation for injuries resulting from an 
automobile accident which occurred during the course of her 
employment with the defendant, Christian County. From an 
award in her favor, which was affirmed by the circuit court, 
the county appealed to the Supreme Court of Illinois. 

The plaintiff, a registered and certified public health nurse, 
was, for many years prior to Oct. 12, 1942, employed as 
county tuberculosis nurse by the board of directors of the 
tuberculosis sanatorium fund of the county of Christian. Her 
duties included interviewing patients, directing them to the 
clinic and giving them instructions, following up newly dis- 
covered cases at the clinic, making calls on patients at the 
sanatoriums and in their homes, interviewing doctors and 
hospital authorities, and investigating “borderline” cases to 
ascertain whether her own or an adjoining county was respon- 
sible for their hospitalization. She made a report each month 
to the sanatorium board and prepared an annual or semi- 
annual report for use by the sanatorium board in making its 
report to the board of supervisors of the county. She was 
furnished an office in the county court house, where she wrote 
letters and often interviewed patients, but most of her work 
was done in the field. The automobile which she used for 
all this field work was purchased and tuaintained by the 
sanatorium and was placed completely at her disposal. On 
Oct. 12, 1942, while she was operating this automobile in 
the course of her work, the car collided with another vehicle 
and she received the injuries for which the award in question 
was granted. On appeal, the defendant county contended that 
the plaintiff was not entitled to compensation on the ground, 
among others, that she and the county of Christian were not 
operating under and bound by the provisions of the work- 
men’s compensation act at the time and place of the occur- 
rence of the accidental injuries. The plaintiff, on the other 
hand, contended that in the maintenance of the Christian 
County court house the county was engaged in an extra- 
bazardous enterprise because it was subject to statutory and 
municipal ordinance regulations which automatically brought 
such enterprise within the extrahazardous provisions of the 
workmen's compensation acts; that therefore one department 
of her employer’s business of providing treatment for tuber- 
culous persons, namely the maintenance of the office or admin- 
istrative department, was extrahazardous because conducted 
within the court house; that if one department of an enter- 
prise or business is extrahazardous, then all of its depart- 
ments are extrahazardous and all of its employees are entitled 
to the protection of the act; that this is true regardless of 
whether or not they are employed in the extrahazardous 
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department or within the extrahazardous building at the time 
the injuries are received. 

Section 3 of the workmen’s compensation act provides that 
the act shall apply automatically and without election to all 
employers engaged in any enterprise in which statutory or 
municipal ordinance regulations are imposed for the protec- 
tion and safeguarding of the employees or the public therein. 
The Supreme Court said that the regulations referred to in 
section 3 clearly meant regulations imposed on the enterprise 
of the employer. Continuing, the court said that an employer 
may conduct different and distinct businesses or enterprises, 
some of which automatically fall within the act and some of 
which do not, but the fact that it is engaged in a business or 
enterprise which is within the act creates no liability as to 
injuries sustained by an employee in another and different 
business or enterprise conducted by it which is not within 
the act. Assuming, said the court, that the court house is 
subject to such regulations, it is still essential that these regu- 
lations are imposed on the particular enterprise in which the 
county, as plaintiff's employer, is engaged and not merely 
some other and different enterprise in which the county is 
also engaged. The county of Christian, the court pointed out, 
is engaged in many more activities than just furnishing care 
and treatment to its tuberculous inhabitants; for one thing 
it maintains the court house building. The liability of the 
county arising because of the extrahazardous business of main- 
taining the court house, however, extends only to accidental 
injuries sustained by employees actually engaged in some act 
incidental thereto. Plaintiff's duties as tuberculosis nurse had 
no connection with and were not incidental to the business of 
maintaining the court house, said the court. The court then 
discussed the regulations relied on by the plaintiff and held 
that they did not bring the county, in its business of furnish- 
ing assistance to tuberculous inhabitants, within the extra- 
hazardous provisions of the workmen’s compensation act. The 
Supreme Court therefore concluded that the enterprise in which 
the plaintiff was employed at the time she sustained the acci- 
dental injuries for which she is claiming compensation was 
not subject to the workmen's compensation act and the judg - 
ment in favor of the plaintiff was accordingly reversed.— 
Christian County v. Industrial Commission, 63 N. E. (2d) 
515 1945), 
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BOARDS OF MEDICAL EXAMINERS 
BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Examinations of the boards of medical examiners and boards of exam 


iners - the basic sciences were published in THe Journat, April 6, 
page 
NATIONAL BOARD OF MEDICAL EXAMINERS 
NATIONAL BoaRD OF MeEpicat Examiners: Parts I and Il. Various 


Centers. May 


6-8. Exec. Sec., Mr. E. S. Elwood, 225 S. 
Philadelphia 2. 


Fifteenth St., 
EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Oral. New York, Oct. 9-14. 
Sec., ns Paul M. Wood, 745 Fifth Ave., New York 22. 
AMERICAN BOARD OF INTERNAL MEDICINE: Oral. San Francisco, 


June 27 9. Final date for filing application is April 15. 
date a filing application is July Asst. Sec., Dr. 
1 W. Main St., Madison 3, Wis. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: 
May 6-11. Sec., Dr. Paul Titus, 


Written. Final 
W. A. Werrell, 


Oral. Chicago, 
1015 Highland Bldg., Pittsburgh. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Chicago, May 22-25. Sec., 
Dr. Dean M. Lierle, University Hospital, Iowa City, 

AMERICAN Boarp OF PATHOLOGY: San July 1-2. Applica- 
tions should be ae ioe at once. Sec., F. . Hartman, Henry 
Ford Hospital, Detroi 

AMERICAN BOARD OF PeEptatrics: Oral. Cleveland, April 27-28 and 
San Francisco, July 1-5. Sec., Dr. Lee F. Hill, 3309 Forest Ave., 


Des Moines, la. 


AMERICAN Boarp oF RaAavioLocy: Chicago, ~~ 27 to Dec. 1. Final 
date for filing aaiipadiar is Sept. 1. Sec., B. R. Kirklin, Mayo 


Clinic, Rochester, Minn 

AMERICAN Board OF SurGERY: Written. Part 1. Various centers, 
October. Final date for filing application is July 1. Seec., Ss. 
Rodman, 225 S. 15th St., Philadelphia 2. 


AMERICAN Board oF UroLocy: Oral. 
Final date for filing some ag is Nov. 15. 
1409 Willow St., Minneapolis 4 


Chicago, February 1947. 
Sec., Dr. Gilbert J. Thomas, 
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Current Medical Literature 


AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1936 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


American Journal of Orthopsychiatry, New York 
16:1-190 (Jan.) 1946. Partial Index 


Study in Adolescent Imagery. B. Karpman.—p. 1. 

“ood Habits of Adolescents in Relation to Family, Training and Present 
Adjustment. Elisabeth F. Hellersberg.—p. 34. 

Psychologic Effects of War on Family and Its Individual Members. 
Ethel Dukes.—p. 64. 

Use of Boarding Homes in Conjunction with Private Psychiatric Resi- 
dential School. Dorothy G. Wright and E. Mary Leitch.—p. 74 

Psychiatric Program in Agency Serving Youth, D. Beres, Virginia 
Schaeffer and Julia Goldman.—p. 8&4. 

Psychosomatic Component in Problem Behavior, P. Deutschberger. 
—p. 147. 


Dynamic Interpretation and Treatment of Acute Stuttering in Young 
Child. Marjorie Harle.—p. 1506. 

Behavior Problems of Eating. L. S. Selling.—p. 163. 

Truancy Syndrome, J. Andriola.—p. 174. 


American Journal of Public Health, New York 
36:1-100 (Jan.) 1946 


Blood and Blood Derivatives—New Public Health Field. C. A. Jane- 
way.—p. 1. 

Typhoid \ Vaccine Studies: X. Suitability of Vi Antigen as Auxiliary 
Immunogen for Typhoid Vaccine: Progress Report. G. F. Luippold. 
-——p. 15. 

i and Sex Variations in Prevalence and Onset of Diabetes Mellitus. 
Spiegelman and H. H. Marks.—p. 26. 

oukeek of Typhoid Fever with Orange Juice as Vehicle, Illustrating 
Value of Immunization. T. G. Duncan, J. A. Doull, E. R. Miller and 
Hulda Bancroft.—p. 34 

Epidemiologic Studies on Infectious Hepatitis. W. P. Havens Jr.—p. 37. 
Proposed Report on Educational ee of Nutritionists in Health 
Agencies. W. P. Shepard. —p. 

Occurrence of Shigella Types in y Population of Southeastern 
United States—1943 and 1944. C. T. Nelson, A. F. Borg, J. Spizizen 
and Marguerite J. Barnes.—p. 51. 

Incidence of Certain Biologic Characteristics Among ‘Food Poisoning” 
Staphylococci. H. A. Feldman.—p. 55. 

New Statement of School Health Policies. C. C. Wilson.—p. 58. 


Typhoid Caused by Orange Juice: Value of Immuniza- 
tion.—Duncan and his associates report a small localized epi- 
demic of typhoid, which occurred in a residential hotel for 
business women. A woman preparing the orange juice had 
Eberthella typhosa in her stool, and the Widal test for this 
woman showed for the H antigen plus-minus in a dilution of 
1: 80 and for the O antigen positive in a dilution of 1: 160. All 
but 1 of the patients with typhoid were known to have consumed 
orange juice. As supporting evidence, orange juice was 
inoculated with typhoid bacilli isolated from the carrier and 
incubated at room temperature. Viable bacilli were recovered 
up to six days after inoculation. It was found that only 1 case 
of typhoid occurred among the 211 persons who had_ been 
immunized against typhoid, while there were 17 among the 140 
who had not been immunized. 


Journal of Experimental Medicine, New York 


83:1-88 (Jan.) 1946. Partial Index 


Etiology of Colorado Tick Fever. L. Florio, Mabel O. Stewart and 
R. Mugrage.—p. 1. 

Preparation of Highly Purified PR8& Influenza Virus from Infected 
Mouse Lungs. C. A. Knight.—p. 11. 

Studies on Pneumonia Virus of Mice: I. Precision of Measurements 
in Vivo of the Virus and Antibodies Against It. F. L. Horsfall Jr. 
and E. C. Curnen.—p. 25 

Studies on Nature of Resistance to Gram-Negative gr to Penicillin: 
— and Enhancing Effects of Amino Acids. G. Shwartzman. 
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Journal of Immunology, Baltimore 


51: 375-436 (Dec.) 1945 


Serologic Studies in Typhus Vaccinated Individuals: II. Effect of Non- 
yphus Fevers on Weil-Felix and Complement Fixing Antibodies. 

C. J. Zarafonetis.—p. 375. 

Action of Synthetic Detergents on Certain Strains of 
and Virus. M. Klein, S. S. Kalter and S. Mudd.—p. 3 

Studies on Mechanism ot Host Resistance in 
Icterohemorrhagica. A. B. Stavitsky.—p. 397. 

Factors Influencing Leukoagglutination by Antileukocytic Sera. B. Stein. 
berg and Ruth A. Martin.—p. 421. 


Journal Industrial Hygiene & Toxicology, Baltimore 


27: 275-298 (Dec.) 1945 

Silicious ns a in Fire Brick Industry: I. Engineering Study. 
W. W. Stalker.—p. 275. 

Id.: Il. Roentgenologic Study. W. L. Ritter and P. G. Bovard.—p. 283. 

Control of Lead Poisoning Hazard in Can Manufacturing: I. Body- 
mong * Machine (Side Seamer). M. Eisenbud and J. W. McEwan. 
2 

Electric ro Welding Ventilation and Its Relation to Oxygen Deficiency. 
F. J, Viles Jr. an ilverman.—p. 2 

Filter Paper Spot Sampling of Air Borne Solids. B. D. Tebbens. 


—p. 292. 


Journal Pharmacology & Exper. Therap., Baltimore 
85: 289-378 (Dec.) 1945 


Excretion of Sodium Trichloracetate. Z. V. Paykog and Joan F. Powell. 

Side-Effects ot Antihemorrhagic Quinones: II. Antipressor Action in 
Chronic Hypertension in Man. N. Rosenthal and S. Shapiro.—p. 294. 

Absorption of Cinchona Alkaloids in Chick and Its Relationship to Anti- 
malarial Activity. P. B. Marshall.—p. 299. 

Goitrogenic Agents and Thyroidal lodine: Their Pharmacodynamic 
Interplay on Thyroid Function. W. T. Salter, R. E. Cortell and 
E. A. McKay.—p. 310. 

a to Pharmacology of 5-Nitro-2-Furaldehyde Semicarbazone. 

Krantz Jr, and evans Jr.—p. 324. 

a. of Tissue Aldehydes with Certain Drugs. K. A. Osler and 
Jean G. Oster.—p. 332. 

Induction of Nutritional Deficiency by Oral of Strepto- 
mycin, Gladys A. Emerson and Dorothy G. Smith.—p. 336. 

Choleretic Action of Dehydrocholic Acid (Decholin) pr Deoxycholic 
Acid (Degalol) in Chronic page Fistula Dogs. yd, W. F. 
Perry and W. C. Stewart.—p. 

Note on Bell and Krantz Modification of Knudson-Dresbach Chemical 
Assay of Digitalis. B. J. Vos tig and L. H. Welsh.—p. 346. 

Response of Hamster to Drugs. K. K. Chen, C. E Powell and N. Maze. 
—p. 348. 

Studies on Factors Influencing Toxicity of Nicotine: Effects of Water 
and Food Deprivation; Disturbed Liver Function and Rate of Admin- 
istration. H. B. Haag, P. S. Larson and J. K. Finnegan.—p. 356. 

Determination of DDT (2,2-Bis [p-Chlorophenyl] 1, 1, 1-Trichloroethane) 
and Its Metabolite in Biologic Materials by Use of Schechter-Haller 
Method. Ruth R. Ofner and H. O. Calvery.—p. 363. 


Rocky Mountain Medical Journal, Denver 
43:1-80 (Jan.) 1946 
Head Injuries. W. R. Lipscomb.—p. 18. 
Infection in Clean Surgical Wounds. E. W. Barber.—p. 23. 
Incidence of Rheumatic Heart Disease in Rocky Mountain Region. 
F. Cannon.—p. 25. 
* Topical Use of Combination of Penicillin Sulfadiazine in Water 
Soluble Base for Treatment of Sinusitis, A. S. Pugmire and D. Eberle. 


—p. 26. 
Foreign Body in Uterus. L. W. Mason.—p. 28. 


Penicillin and Sulfadiazine in Water Soluble Base 
for Sinusitis —Pugmire and Eberle in treating suppurative 
sinusitis used a mixture which contained 4 per cent of sulfa- 
diazine and 20,000 units of penicillin in 1 Gm. of moderately 
thin water soluble ointment base. It is easily injected through 
a 15 gage trocar used for ordinary antral lavage. Following 
ordinary lavage with isotonic solution of sodium chloride the 
mixture is instilled into the sinus and allowed to remain until 
the next irrigation, which is usually forty-eight to seventy-two 
hours later. This subsequent lavage showed a remarkable 
reduction in the amount of pus present, with little or none of 
the mixture remaining. It was necessary to repeat this pro- 
cedure two or three times to obtain a pus free or 1 plus pus 
washing. In most cases the patient was clinically symptom 
free with only a slight clear postnasal drip present after a 
period of three to four weeks. Two or three subsequent 
lavages were done after the first clear washing was obtained 
to make certain that residual pus was not present. Five cases 
were selected at random, regardless of past history and treat- 
ment. All were pus free after one to five or six lavages, and 
there has been no recurrence. 
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Southern Medical Journal, Birmingham, Ala. organism's own proteins (plasma proteins in particular). 


39:1-95 (Jan.) 1946. Partial Index 


Trend of Medicine Toward Socialization. E. V. Mastin.—p. 1. 

Reconversion of Doctor from War to Peace. W. H. Graham.—p. 15. 

Types of Circulatory Failure. T. R. Harrison.—p. 26. 

Effect of Folic Acid on Sprue. T. D. Spies, G. G. Lopez, J. A. 
Menendez, Virginia Minnich and Mary B. Koch.—p. 30. 

Disturbances in Lipid Metabolism in Children. A. E. Hansen.—p. 32. 

Newer Methods of Hemostasis in Neurosurgery. C. Pilcher.—p. 39. 

Modern Treatment of Mucocele of Frontal and Ethmoidal Sinuses: 
Some Comments on Treatment of Lesions Pertaining to Orbit and 
Adjacent Nasal Sinuses. H. M. Goodyear.—p. 42. 

Ectopic Pregnancy. H. H. Ware Jr. and W. C. Winn.—p. 44. 

Principles of Penicillin Therapy. F. T. Billings.—p. 50. 

*Treatment of Streptococcus Viridans Endocarditis with Penicillin. H. L. 
Hirsh and H. F. Dowling.—p. 55 

Does Fractional Daily Urine Examination on Diabetic Patient Furnish 
Ideal Means of Control? H. J. John.—p. 60. 

Observations on Treatment of Diabetes Mellitus Complicated by Pul- 
monary Tuberculosis. J. P. Melvin Jr. and H. T. Englehardt.—p. 64. 

Ten Years’ Experience with Operation for Cure of Certain Types of 
Sexual Impotence. O. S. Lowsley and J. T. Cangelosi.—p. 67. 


Penicillin in Streptococcus Viridans Endocarditis.— 
Hirsh and Dowling employed penicillin in the treatment of 
10 patients who had typical symptoms of bacterial endocarditis. 
The authors administered penicillin continuously by vein to the 
first patients but soon found that this method was not prac- 
tical To the patients treated subsequently, penicillin was 
administered for a few days by the continuous intramuscular 
method or by intramuscular injections at two hour intervals. 
When the continuous intramuscular or intravenous method of 
administration was employed, the dose was 200,000 units for 
each twenty-four hour period. Most of the patients who were 
given intermittent injections received 25,000 to 30,000 units every 
two hours until the blood cultures had become sterile and the 
fever had subsided. Thereafter they were given 20,000 units 
every two hours until the eight week treatment period had been 
completed. One patient died after twelve, another after twenty- 
one and the third after nineteen days of penicillin treatment. 
The fourth patient died six months after the completion of 
penicillin therapy. Six of the 10 patients treated with penicillin 
have remained free from all evidences of infection for from four 
to twelve months. Age, sex, color, valvular involvement and 
duration of infection were not factors in the ultimate prognosis 
of these patients. The presence of a serious complication before 
treatment did not necessarily preclude recovery. It is concluded 
that patients with endocarditis should be treated with penicillin 
for a period of eight weeks. By this method relapses are 
apparently avoided. 


Surgery, Gynecology and Obstetrics, Chicago 
82:1-112 (Jan.) 1946 


Traumatic Aneurysm: The Matas Operation—Fifty-Seven Years After. 
D. C. Elkin.—p. 1 

War Injuries of Chest. E. B. Kay and R. H. Meade.—p. 13 

*Intravenous Gelatin for Nutritional Purposes: Clinical and Experimental 
Studies A. Brunschwig, S. Nichols and R. Bigelow.—p. 2 

Indications for Roentgen Therapy of Bladder Carcinomas: 
of Suitable Cases. F. Buschke and S. T. Cantril.—p. 29. 

*Reflex Sympathetic Dystrophy. J. A. Evans.—p. 36. 

Single Stage Operative Method of Management of Chronically Infected, 
Ununited Fractures. F. G. Hicks.—p. 44 

Saphenous Venous Tributaries and Related Structures in Relation to 
Technic of High Ligation, Based Chiefly on a Study of 550 Anatomic 
Dissections. E. H. Daseler, B. J. Anson, A. F. Reimann and L. E. 
Beaton.—p. 53. 

Thoracoabdominal Wounds: Review of 270 Cases. D. B. Fox.—p. 64. 

*Decortication in Acute Empyema Thoracis. P. W. Sanger.—p. 71. 

Osteogenic Sarcoma: II. Roentgenographic Interpretation of Growth 
Patterns in Bone Sarcoma. I. MacDonald.—p. 81. 

Acquired Esophagotracheobronchial Fistula. O. T. Clagett, J. H. Payne 
and H. J. Moersch.—p. 87. 

Gunshot Fractures of Femoral Shaft. 


Diagnosis ‘of Acute Flexor Tendon Tenosynovitis. 


Recognition 


E. A. Bray and W. T. Fitts Jr. 


W. R. Moses.—p. 101. 

Intravenous Gelatin for Nutrition.—Brunschwig and his 
associates describe studies on gelatin as a parenteral nitrogenous 
nutriment. The gelatin employed was prepared trom pigskin, 
autoclaved several times and made up into an & per cent solution 
in isotonic solution of sodium chloride. The aim was to deter- 
mine whether intravenous gelatin is utilized for synthesis of the 


Experiments on dogs revealed that gelatin administered intra- 
venously is at least partially utilized for regeneration of plasma 
proteins. Clinical experience indicates that intravenous gelatin 
constitutes one method by which nitrogenous substances for 
nutritional purposes may be administered. Nitrogen in such 
form is anabolically utilized. 

Reflex Sympathetic Dystrophy.—According to Evans, 
reflex sympathetic dystrophy is a most disabling, often 
extremely painful, malady following minor sprains, ordinary 
fractures or trauma to blood vessels or nerves. The syndrome 
is characterized only at times by the excruciating, burning pain 
that has given it the term “causalgia,” hence a misnomer. Pain 
may be moderate, mild or absent. The true diagnostic features 
are disorders initiated by perversions of reflex sympathetic 
stimulation, such as rubor or pallor, sweating, edema, atrophy 
of the skin and spotty or even cystic atrophy of bone. In the 
past year the author has gathered mainly from the orthopedic 
service, from the neurosurgical service and from the medical 
and surgical services of the Lahey Clinic 32 cases of reflex 
sympathetic dystrophy. The causal trauma or diseases included 


sprain, fracture, thrombophlebitis, bruise, amputation and 
anterior poliomyelitis. Rubor was present in 15 and _ pallor 
in 9 cases. Swelling or sweating or both was present in over 


half of the cases. Atrophy of the skin was noted in 4 and of 
muscle in 7 patients. The typical bone atrophy of sympathetic 
origin is mottled, in advanced cases even cystic (Sudeck’s syn- 
drome). Diagnosis depends largely on the demonstration of 
relief by sympathetic procaine block. In 9 patients treated by 
sympathetic procaine block alone 7 had relief of pain varying 
from three weeks to permanent. The other 2 received relief 
of pain only for the duration of the procaine effect. Thirteen 
patients of the 32 had sympathectomy performed, with relief ot 
pain ranging from 75 to 100 per cent in 9. The 2 patients 
without pain but with other sympathetic phenomena have not 
submitted to either block or sympathectomy. 


Decortication in Acute Empyema Thoracis.— According 
to Sanger, the radical management of empyema thoracis in the 
acute and subacute phases is an attempt to eliminate chronic 
empyema. On the basis of war experience the author has 
formed the following opinions: 1. Closed or open drainage 
(thoracostomy) is the procedure of choice in small and moderate 
sized, unilocular, post-traumatic or postpneumonic empyema. 
2. Thoracotomy with evacuation of the pleura and decortication 
of the lung is the procedure of choice in multilocular empyema 
and in total empyema with collapse of the upper lobe. In this 
group fall both post-traumatic and postpneumonic infections, 
including those which develop in large clotted hemothoraces. 
The technic of pulmonary decortication used by the author was 
essentially the same as that described by Burford and Samson. 


Texas State Journal of Medicine, Fort Worth 
41:443-498 (Jan.) 1946 


Evaluation of Palpitation, T. R. Harrison.—p. 452. 

Human Encephalitis Due to Western Equine Encephalomyelitis Virus. 
S. E. Sulkin.—p. 455. 

Lymphosarcoma, with Primary Manifestations in Gastrointestinal Tract: 
Report of 7 Cases Studied Roentgenologically. R. D. Moreton.—p. 458. 

Physiologic Approach to Problem of Oophorectomy. W. F. Mengert. 
—p. 465. 

C. C. MeDonald. 


Parathyroid Adenoma of Anterior Mediastinum. 
468. 


Acute sr er Without Meningitis: Report of Case. J. H. 
Park Jr. and J. P. Chapel.—p. 471. 

Vital Statistics in Public Health. = C. Love. —p. 

Governing a Health Unit: Organization, Activities * Pens for Future 
Housing. E. Langford.—p. 475. 


West Virginia Medical Journal, Charleston 


42:1-28 (Jan.) 1946 
Management of Thrombophlebitis. C. D. Hershey and R. B. Bailey. 


p. 1. 
Note on of Silicosis in 


Bituminous Coal Miners. M. J. 
Small. 
Pitfalls in “Localiging Intestinal Obstruction with Scout Film: Case 
Report. G, Vash, K. J. Myers and H. Myers.—>p. 7. 


PA sory Therapy and the Aging Person. Haas.—p. 10. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


Annals of Tropical Medicine, Liverpool 


39: 137-236 (Dec.) 1945 


Studies on Synthetic Antimalarial Drugs: I. Biologic Methods. 
Curd, D. G. Davey and F. L. Rose.—p. 

{d.: II, General Chemical Considerations. 
and F. L. Rose.—p. 157. 

Id.: III. Preliminary Investigation of Therapeutic Action of 3349 on 
Acute Attacks of Benign Tertian Malaria. A. R. D. Adams and 
G. Sanderson.—p. 165. 

Id.: IV. Preliminary Investigation of Therapeutic Action of 3349 on 
Acute Attacks of Malignant Tertian Malaria. A. R. D. Adams and 
G. Sanderson.—p. 169. 

Id.: V. Further Investigation of Therapeutic Action of 3349 on Benign 
Tertian and on Malignant Tertian Malaria Infections. A. R. D. Adams 
and G. Sanderson.—p. 173. 

Id.: VI. Comparison of Therapeutic Actions of 3349 and of Mepacrine 
(Quinacrine) Hydrochloride on Acute Attacks of Benign Tertian 
Malaria. A. R. D. Adams and G. Sanderson.—p. 180. 

Turbidimetric Determination of 
4-Reta-TDj Methel 


F. H. S. 
F. H. S. Curd, D. G. Davey 


2- 2-p-Chlorophenylguanidino- 
(3349). A. Spinks. 


—p. 

Id.: VIL Colorimetric Determination of 2-p-Chlorophenylguanidino- 
4-Beta-Diethylaminoethylamino-6-Methylpyrimidine (3349). A. Spinks 
and Mary M. Tottey.—p. 190. 

Id.: IX. Excretion of 2-p-Chl idino- 4 - Beta- Diethyl 
ethylamino-6- og Som ‘in Human Urine. A. Spinks 
and Mary M. Tottey.—p. 197. 

Id.: X. Some Biguanide Derivatives as New Types of Antimalarial 
Substances with Both Therapeutic and Causal Prophylactic Activity. 
F. H. S. Curd, D. G. Davey and F. L. Rose.—p. 208. 

Id.: XI. Investigation of Therapeutic Action of 4430 on Benign and 
Malignant Tertian Malaria. A. R. D, Adams, R. H. Townshend and 
J. D. King.—p. 217. 


Id. XII. Determination of N1-p-Chlorophenyl- Ns- Methyl- Ns- Isopropylbi- 
guanide (4430) and Ni-p-Chl (Palu- 
drine): Preliminary Report. A. Spinks and Mary M. Tottey. —p. 220. 

*Id. XIII. Results of Preliminary Investigation of Therapeutic Action 
of 4888 (Paludrine) on Acute Attacks of ag Tertian Malaria. 
A. R. D. Adams, B. G. Maegraith, J. D. King, R. H. Townshend, 
T. H. Davey and R. E. Havard.—p. 225. 

Id.: XIV. Results of Preliminary Investigation of Therapeutic Action 
of 4888 (Paludrine) on Acute Attacks of Malignant Tertian Malaria. 
B. G. Maegraith, A. R. D. Adams, J. D. King, R. H. Townshend, 
T. H. Davey and R. E. Havard.-—p 232 
Therapeutic Action of Paludrine on Acute Benign 

Tertian Malaria.—In 147 cases of acute benign tertian malaria 

doses varying from 10 mg. to 700 mg. every twelve hours for 

from fourteen to twenty-eight days were administered. Clinical 
cure was obtained in all cases. Serious side effects were not 
observed. The plasma concentrations and urinary output of 
the drug were determined in groups of patients and volunteers 
taking doses of 50 mg. and 500 mg. every twelve hours for 
fourteen days. 

Edinburgh Medical Journal 


§2:433-484 (Dec.) 1945 

Treatment of Duodenal Ulcer. W. Q. Wood.—p. 433. 
Clinical Review of Cancer of Breast and Antecedent Chronic Con- 

ditions. R. F. Young.—p. 451 
Postoperative Pulmonary Complications. C. Kelman Robertson.—p. 460. 
*Use of Penicillin in Acute Infections of Hand. J. F. Curr.—p. 469. 

Penicillin in Acute Infections of Hand.—Curr describes 
an investigation to determine the efficiency of penicillin in acute 
infections of the hand. Penicillin crude filtrate of a concentra- 
tion of 80 units per cubic centimeter was used in 60 cases. At 
the time of operation, and daily thereafter for a week, it was 
introduced into the wounds either in lightly packed dressings 
or through fine rubber tubes, also acting as drains. The effects 
were uniformly undesirable, as the wounds and adjacent healthy 
skin became sodden and tender and a heavy growth of coliform 
organisms appeared. The results were not as good as in the 
control series, and penicillin crude filtrate was condemned in the 
treatment of hand infections requiring incision. Penicillin 
lanette wax cream of a concentration of 500 to 1,000 units 
per gram of cream was used in 109 cases, being introduced 
into the operation wounds daily for a week, when necessary 
along a blunt wide bored needle. With few exceptions the 
results were not better than control methods. Most incisions 
of the hand were unsuitable for the introduction of a powder. 
Administration of penicillin by continuous intramuscular drip 
in a daily dose of 100,000 units for five days was utilized in 
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39 cases of acute tenosynovitis, with encouraging results. Peni- 
cillin mixed with beeswax or peanut oil was injected intra- 
muscularly twice daily. The results were not encouraging in 
3 cases, 


Journal of Pathology and Bacteriology, Edinburgh 
57: 397-500 (Oct.) 1945 


Two Cases x sss Malignant Tumor of Breast. 
Govan.—p. 

Malignant Pubuler Adenoma in Horseshoe Kidney: 
with Regard to General Cancer Pathology. 

—p. 405. 

Microscopic Study of Evolution of Mouse Mammary Cancer: 
Milk Factor and Comparison with Human Disease. 
Bonser.—p. 413. 

“Use of Splenectomized Rabbit for Assay of Liver Extracts, with Obser-. 
vations on Chemical Nature of Anti-Pernicious Anemia Factor. 
W. Jacobson and S. M. Williams.—p. 423. 

Arrhenoblastoma: Report of Case with Unusual Features. 
H. H. Gleave.—p. 435. 

Histogenesis of Experimental Pneumonia in Mice. 
Orr.—p. 441. 

Features in Congo Red Molecule Associated with Inactivation of Com- 
plement. J. Gordon and N. Walker.—p. 

Effect of Agar Depth in Plate Method for 
W. Hayes.—p. 457. 

Experimental Approach to Problem of Trauma and Tumors, 
Pullinger.—p. 467. 


A. D. Telford 


Its Significance 
P. Ladewig and S. Eser. 


Effect of 
Georgiana M. 


B. Jolles and 
L. Hoyle and J. W. 


Assay of Penicillin. 


B. D. 


Anti-Pernicious Anemia Factor.—Jacobson and Williams 
tested substances which were likely to be found im liver extracts. 
The following substances injected intravenously into splenec- 
tomized rabbits failed to produce reticulocyte response : ascorbic 
acid, vitamin B:, calcium pantothenate, pyridoxine and _ nicotinic 
acid amide, a biotin preparation the exact concentration of 
which was unknown and lactoflavin. Tests with amino acids 
and peptone likewise gave a negative reticulocyte response. 
Purines were tested because it was found that pterines, which 
are chemically related compounds, produced a_ reticulocyte 
response. None of the purines gave a positive reticulocyte 
response, and iron likewise failed to give a reticulocyte response. 
Thus it was considered reasonable to rule out all these 
impurities as the cause of the reticulocyte response to liver 
extracts. Clinically inactive liver extracts fatled to produce 
a response. Injections of extracts of crypts and villi of the 
small intestine and of an argentafhine cell tumor (carcinoid), 
synthetic xanthopterin, leukopterin and the pigment derived 
from fused uric acid gave a reticulocyte response in the 
splenectomized rabbit. These observations suggest that pterines 
play a part in erythropoiesis. The presence of pterines in 
preparations of liver and intestine and the activity of xanthop- 
terin and leukopterin in splenectomized rabbits does not mean 
that pterines are identical with the anti-pernicious anemia 
factor, but it strongly suggests that they are a constituent of the 
active principle. 

Lancet, London 
2:41-76 (Jan. 12) 1946 


*Subacute Necrosis of Liver Without Icterus. J. 

Effect of Some Antibiotics on Pathogenic Fungi. A. G. Sanders.—p. 44 

*Mycophenolic Acid: Antibiotic from Penicillium Brevi Compactum 
Dierckx. H. W. Florey, M. A. Jennings, K. Gilliver and A. G. 
Sanders.—p. 46. 

Surgery in Malaria. E. Parry.—p. 49. 

*Hepatitis After Penicillin Injections. 


S. Lawrence.—p. 41. 


L. Howells and J. D. O. Kerr 


Fetal Dysplasi of Leg: New Operative Approach. H. Eckstein and 
F. M. P. Eckstein.—p. 52. 
Penicittio 1 in Gonorrhea. S. M. Laird and A. B. Fieldsend.—p. 53. 
Subacute Necrosis of Liver Without Icterus.—Lawrence 
describes a case of subacute necrosis of the liver in which 
jaundice was absent. The treatment should be as for subacute 
necrosis with jaundice. The diet should be high in carbo- 
hydrate, and during a relapse the patient should rest in bed 
and receive additional dextrose and insulin. A hypochromic 
anemia should be treated with iron, For the edema vitamin B, 
is worth a trial, particularly if polyneuritis is also present; 
transfusions of blood or plasma cause a temporary improve- 
ment and serve a dual purpose, for depletion of plasma protein 
renders the liver more susceptible to damage. Repeated para- 
centesis may be necessary for the ascites. The edema is due to 
a reduction of the serum albumin, resulting apparently from 
inadequate formation of these constituents in the liver. 
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Mycophenolic Acid, an Antibiotic from Penicillium 
Brevi Compactum Dierckx.—Florey and his associates 
incubated overnight at 37 C. serial dilutions of sodium myco- 
phenolate in 5 cc. of broth inoculated with one drop of culture 
of various bacteria. The results show that the action of 
mycophenolic acid is stronger against the gram-positive than 
against the gram-negative organisms, and that the inhibitory 
effect, as read after sixteen to eighteen hours’ incubation, is 
strikingly affected by the size of inoculum used. Thus the titer 
for complete inhibition of the staphylococcus was sixty-four 
times greater when the inoculum was a thousand times less. 
After experiments on the toxicity, absorption and excretion 
of mycophenolic acid experiments were undertaken to find out 
whether it inhibited fungi as well as bacteria. The fungi 
chosen were those which could readily be grown in culture. 
Fourfold dilution series of mycophenolic acid, from 1: 5,000 
upward, were set up in liquid Sabouraud’s medium and 
inoculated with the fungi. The following species were 
inhibited: Stereum purpureum, Verticillium dahliae, Claviceps 
purpurea, Phytophthora erythroseptica, Rhizoctonia crocorum 
and Rhizoctonia solani. 

Hepatitis After Penicillin Injections.—Howells and 
Kerr treated in military practice 47 patients with hepatitis who 
had received penicillin injections. Of the 47 patients, 36 had 
received penicillin treatment at the same venereal disease treat- 
ment center. The average period between injections and onset 
of icterus was 97 days, with a lower limit of 62 days and a 
higher limit of 157 days. In view of the high proportion of 
patients who had received their penicillin treatment at the same 
center, the authors visited it and discussed the problem. During 
the period concerned 1,600 cases were treated with penicillin 
injections at this center. As a routine each syringe is used 
ior about 5 patients. Needles are cleaned after each injection. 
It is thought that penicillin is not the direct cause of the 
hepatitis, which may be due to some icterogenic agent, e. g. a 
virus, transmitted by faulty injection technic. The fact that so 
many cases had been treated at the same center, together with 
the length of the latent period, favors this theory, and it seems 
likely that the cause is analogous to that responsible for late 
jaundice after antisyphilitic arsenical therapy. 


Nordisk Medicin, Gothenburg 
25:679-746 (March 29) 1945. Partial Index 


Chronic Polyarthritis: Symptomatology and Treatment. E, Snorrason, 
—p. 683 


‘Norsk Magasin for Legevidenskapen 


*Traumatic Late Hemorrhages in Brain and Meninges and Their Sig- 
nificance in Accident Insurance; Addendum: Significance of Traumas 
in Development of Vascular Diseases. F. Harbitz.—p. 715. 
Agranulocytosis After Sulfathiazole. K. Aas.—p. 724. 


Hygiea 
Anemia and Cancer of Stomach: Study of 


Stomach in 233 Patients with Pernicious 


18 Cases of 
Anemia from 


*Pernicious 
ancer of 

Uppsala Province. J. Waldenstrom.—p. 729. 
Is Cecal Fistula Always Without Danger? R. Brandberg.—p. 735. 

Traumatic Late Hemorrhages in Brain and Meninges. 
—From his study of 27 cases of brain hemorrhage Harbitz con- 
cludes that, while the possibility of traumatic late hemorrhages 
cannot be excluded, such cases are rare. Traumatic and spon- 
taneous subarachnoid hemorrhages (including those due to 
aneurysms) are frequent and often recurrent, i. e. late hemor- 
rhages. Arteriosclerosis and syphilitic arteritis in the brain, 
which may often be latent, become manifest after trauma of the 
head and are rapidly aggravated. 


Pernicious Anemia and Cancer of Stomach.—Only four 
cancers of the stomach in 18 patients with pernicious ane- 
mia were operable. In 2 instances cancer and pernicious ane- 
mia were discovered at the same time; in 4 pernicious anemia 
occurred after gastric resection. In 11 cases the cancer devel- 
oped more than three years after the pernicious anemia. Few 
patients, according to Waldenstrom, could expect to have 
greater prospects for early diagnosis of cancer of the stomach 
than those under constant control because of their pernicious 
anemia. Since the majority of treated cases of pernicious 
anemia are without gastric disturbance in spite of their achylia, 
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the occurrence of such symptoms should be a significant warn- 
ing. A tendency to low serum iron values and low color index 
are regarded as important signs. Routine determination of the 
serum iron every six months in patients controlled for perni- 
cious anemia would contribute to early diagnosis of cancer of 
the stomach. <A low color index is an indication for roentgen- 
ography. 

26 :747-794 (April 6) 1945. Partial Index 


Clinical Symptoms and Treatment of Venereal Disease. 
748. 


S. Hellerstrém. 


Bacteriology and Serology of Venereal Disease. A. Lindau.—p. 755. 
Potassium Bromide as Agent for Prevention of Orchitis in Epidemic 
Mumps. O. Leineberg.—p. 762 


Tuberous Sclerosis (Bourneville’s Disease). W. Hgjer-Pedersen.—p. 763. 
Investigations on Diazo Reaction of Bilirubin. T. With.—p. 769 


Duodecim 


Carbon Monoxide Poisoning. L. Noro.—p. 771. 


Hygiea 
“Indications for Suction Drainage of Cavities. V. O. Bjork.—p. 777. 


Suction Drainage of Cavities.—Bjoérk says that tuber- 
culous cavities should be treated individually according to their 
pathophysiologic condition. The first indication for suction 
drainage is the obliteration of the pleural space. Isolated cavi- 
ties, giant cavities and residual cavities after thoracoplasty are 
ideal for suction drainage. The method is contraindicated when 
biologic cavities are surrounded by specific infiltrations, when 
there is a system of cavities or several cavities in the same 
lung and when intestinal tuberculosis is clinically manifest. 
After preliminary treatment with suction drainage, thoracoplasty 
can be carried out on a smaller scale. Toxic products are 
removed by suction drainage and the general condition is 
improved. The mechanical factors which increase the size of 
the cavity are removed and the surrounding atelectasis dis- 
appears. The treatment is not ended until the drainage bronchus 
is closed. 

26 :795-842 (April 13) 1945. Partial Index 
Vitamins and Resistance. H. Natvig.—p. 795. 


Factors Causing Reaction and Element of Risk in Infusions and Trans- 
fusions. G. Windstrém, O, Wilander and B. Svedberg.—p. 800 


1: 
1941 


Hospitalstidende 


Magnesium Sulfate Treatment of Acute Glomerulonephritis. 
9 


A. Svensen. 
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Sinus Arrythmia and Disturbances in Sinoauricular Conduction. O. Jer- 
vell.—p. 815 

*E \periences with Quinidine Treaiment of Auricular Block. 

Coarctation of Aorta Combined with Infantilism 
Block. G. Larsen.—p. 824. 

*Roentgenologic Examination of Heart in Elderly 
and H. Vold.—p. &2 


Helge Laake. 
and Intraventricular 


Persons. O. Jervell 


Hygiea 


Intoxication with Organic Compounds of Mercury. T. Herner.—p. 833. 


Quinidine in Auricular Fibrillation.—l.aake reports that 
of 34 patients with auricular fibrillation the condition responded 
to treatment with quinidine in 23 and has been so maintained 
for over three months in 16. The earlier the change to sinus 
rhythm occurs, the better the prospect for permanent regulari- 
zation. It is essential for good results that the fibrillation has 
not been present for more than six months. Slight cardiac 
enlargement does not seem to affect the result. All patients 
received preliminary digitalis treatment. 

Roentgenologic Examination of Size of Heart in 
Elderly Persons.—Roentgen examination was made in 200 
persons over 70, of whom all but 17 had organic heart disease 
and/or hypertension. Jervell and Vold conclude that coronary 
sclerosis will cause dilatation of the heart even though the blood 
pressure is normal. As a result of the cardiac dilatation asytolia 
with or without fibrillation will set in at some time. Frequently, 
as in angina pectoris, the heart is not enlarged in spite of the 
electrocardiographic changes. Of 33 patients with normal blood 
pressure 21 had an enlarged heart. Exclusive of patients with 
rheumatoid and syphilitic heart disease the heart was dilated in 
89 of 121 patients with hypertension. 
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Book Notices 


Penicillin in the Treatment of Infections. By Chester S. Keefer, B.S., 
M.S., M.D., Wade Professor of Medicine, Boston University School of 
Medicine, Boston, and Donald G. Anderson, A.B., M.D., Instructor in 
Medicine, Boston University Sehool of Medicine, Boston. Edited by 
Henry A. Christian, A.M., M.B., LL.D., Clinical Professor of Medicine, 
Tufts College Medical School, Boston. [Reprinted from Oxford Loose- 
Leaf Medicine with the same page numbers as in that work.] Cloth. 
Price, $1.50. Pp. 201-249, with 14 illustrations. New York, London & 
Toronto: Oxford University Press, 1945. . 

This is a systematic and workmanlike review of the current 
status of penicillin in its most familiar therapeutic applications. 
In a field developing as rapidly as penicillin therapy, it was 
perhaps inevitable that any such book would be somewhat inade- 
quate by the time it could be published. We believe the list of 
penicillin-sensitive organisms given here could now be made 
somewhat more inclusive; likewise the list of penicillin-resistant 
organisms. The discussion of penicillinase seems scarcely to do 
justice to this rather useful laboratory agent. The subcutaneous 
injection of penicillin might have been more clearly revealed as 
unsatisfactory and undesirable. Something more might now be 
said about oral administration, although this was perhaps dith- 
cult at the time this section was written. Topical therapy by 
means of troches and ointments would seem to be worth dis- 
cussion at this time. Another important form of administration, 
the aerosol, must now be seriously considered, and adequate 
discussion of this method would be of much interest. 


Urethrocystography in the Male with Special Regard to Micturition. 
By Nils P. G. Edling. From the Roentgen Diagnostic Department of 
Karolinska Sjukhuset, Stockholm, Paper, Price, Cr, 20. Pp. 144, with 
66 illustrations. Stockholm: P. A. Norstedt & Sdéner, 1945, 

In this monograph the author describes and illustrates the 
urethrocystographic findings in men. The material consists of 
normal and pathologic cases. The normal material consists of 
21 urethrocystographies and the pathologic of 216. The find- 
ings obtained by injecting the urethra and bladder with contrast 
mediums through the external urethral orifice are compared with 
the roentgenograms obtained during the act of micturition. The 
book is well written and the subject matter presented in a sys- 
tematic manner. The author begins with a careful survey of 
the literature. Then follows an anatomic and physiologic sur- 
vey. In his discussion of the technic he also calls attention to 
the possible complications. The illustrations are clearcut and 
are faithful reproductions. The wide variety of lesions studied 
permits the author to arrive at certain conclusions regarding 
micturition. The reproductions of the cystourethrograms during 
micturition are all that could be desired and are exceedingly 
interesting and instructive. Apparently the war made some of 
the recent literature unavailable to the author. This is unfortu- 
nate, especially in view of the fact that so much recent work 
along this line has been done in this country on patients with 
prostatic obstruction—truly, more than in any other country— 
and yet one fails to find mention of it. This type of monograph 
should be of great interest to the physiologist, the urologist and 
the roentgenologist. 


American Pharmacy: Fundamental Principles and Practices, Pharma- 
ceutical Preparations, Biologicals. Editor-in-Chief, Rufus A. Lyman, 
M.D., Dean, College of Pharmacy, University of Nebraska, Lincoln. 
Technical Editor, George Urdang, Ph.G., D.Se.Nat., Director, American 
Institute of History of Pharmacy, Madison, Wisconsin. Cloth. Price, $8. 
Pp. 540, with 197 illustrations. Philadelphia, London & Montreal: 
J. B. Lippincott Company, 1945. 

This book is an ambitious, well conceived attempt not only to 
cover the wide range of contemporary pharmacy but also to 
rationalize the subject in terms of modern science. In general, 
this objective seems well achieved, although some of the chap- 
ters, particularly those dealing with pharmaceutical products of 
biologic origin, seem too abridged to convey a basic understand- 
ing of the subject. 

The discussion of the various pharmaceutical classifications of 
drugs and their preparations seems quite adequate both for the 
student and for the practicing pharmacist. Here the subject 
matter is well selected and treated with scholarly discernment. 

The failure to include any dissertation on prescription prac- 
tice is a defect which militates against its general acceptance 
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As the dispensing pharmacy is the acme of professional pharma- 
ceutical service, certainly so far as the neighborhood drug store 
is concerned, it seems reasonable to presume that it would have 
received serious consideration in a book so comprehensive in 
scope. Of course, it can be contended that dispensing pharmacy 
is a textbook subject in itself and hence it was not advisable 
to include a single chapter condensation of it. But the same 
contention can quite justifiably be made with respect to many 
of the subjects to which a chapter was allotted. 

Then too the title “American Pharmacy” seems a bit inept, 
as the scientific data presented, as well as the pharmaceutical 
technics and manipulations exemplified, are universal and are 
thus in no sense common to America. The title seems instine- 
tively to impose a limitation on that which is illimitable. All 
in all the book, while excellent as a whole, suffers from this 
unnecessary and doubtless unintentional deference to provin- 
cialism. 


One Hundred Years of Gynaecology, 1800-1900: A Comprehensive 
Review of the Specialty During Its Greatest Century with Summaries and 
Case Reports of All Diseases Pertaining to Women. By James V. Ricci, 
A.B., M.D., Clinical Professor of Gynaecology and Obstetrics, New York 
Med cal College, New York. Fabrikoid. Price, $8.50. Pp. 651. Philadelphia : 
Blakiston Company, 1945. 

Dr. Ricci presents a detailed history of the development of 
gynecology during the century between 1800 and 1900 A. D. 
Following a brief introduction entitled “Medical Trends of the 
Nineteenth Century,” he considers the various diseases pertain- 
ing to women. The development of medical thought concerning 
each clinical entity is presented by means of summaries, publica- 
tions, case histories and pertinent historical references. Thus 
he presents a complete story covering the pathology, diagnosis 
and treatment of each gynecologic condition, all of which is 
thoroughly authenticated by an extensive bibliography. This 
monumental textbook was made possible by the help of Edward 
W. Schiels of the Library of the New York Academy of Medi- 
cine together with the assistance of Elma Wadsworth. This 
scholarly treatise on the history of gynecology during the fruit- 
ful nineteenth century should be read by every specialist and 
become an important reference book in his library. 


Pharmacopoeia Londinensis of 1618, Reproduced in Facsimile, with a 
Historical Introduction. By George Urdang. State Historical Society of 
Wisconsin, Madison, Hollister Pharmaceutical Library, Number Two. 
Cloth. Price, $12. Pp. 299, with illustrations. New York: Schuman’s, 1944. 

The facsimile now makes available that rare and almost for- 
gotten first First Edition of the London Pharmacopeia, published 
by the Royal College of Physicians on May 7, 1618. The book 
was almost immediately withdrawn from circulation, however, 
and was replaced on December 7 of the same year by a revised 
and enlarged edition which was to be recognized as the “First” 
by dictum, remaining in use as the official guide of physicians 
and apothecaries until the second was issued in 1650. While 
formularies had previously appeared on the continent, this was 
the first Anglo-Saxon attempt, and its effect was in general 
more far reaching than others had been, becoming the fore- 
runner of other editions of the London Pharmacopeia and finally 
of our own United States Pharmacopeia. 

Of no less interest to having this rare volume made available 
is the historical review which takes up most of the first hundred 
pages. Dr. Urdang, with his remarkable gift as a historian, 
has turned back the years for the reader with his history of 
this true first. Beginning with a splendid analysis of the back- 
ground of the day, particularly from the changing medical influ- 
ences, he has traced the conditions leading to the preparation 
of the London Pharmacopeia, and particularly has he critically 
analyzed the two “firsts,” in the manner of the true historian 
and investigator, to ind the facts in the case, especially the 
reasons for recalling the initial book so promptly and replacing 
it with one which differed in many material respects. His 
deductions become very fascinating and entirely logical, and 
undoubtedly he has cleared a phase of medical-pharmaceutical 
history which had never been examined so critically and , 
thoroughly before. 

Two hundred and sixty footnotes provide abundant additional 
facts pertaining to the book and to individuals bearing on the 
period, as well as reference material for the one who wishes to 
make further excursions into fields related to those so enter- 
tainingly presented by the author. 
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Queries and Minor Notes 


THE ANSWERS HERE PURLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNSCATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. Every LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


MOTOR TICS 

To the Editor:—A man aged 30 has had a tic for almost fifteen years. 
At first the condition consisted in spasmodic movements of the shoulder 
muscles, but gradually some other muscles became involved and at present 
the patient experiences jerkings occurring in the shoulder and cervicofacial 
muscles of the right side. The man, an engineer, is much worried about 
his trouble. Please suggest a plan of treatment. 

Arnulfo Valencia, M.D., Cali, Colombia, South America. 


ANSWER.—Motor tics, limited to a few muscle groups, offer 
some possibility of alleviation by surgical intervention. rug 
therapy is not of value. If a single group of muscles can be 
isolated, such as sometimes occurs in spasmodic torticollis, either 
by cutting the muscle or by denervation, the tic may be relieved. 
This is specially applicable to spasmodic facial tics (German, 
W. J.: Surgery 11:912 [June] 1942). As in the case described, 
however, there is often a tendency for the tic to spread by 
involving adjacent muscles, and more and more operations are 
required until a point is reached where further cutting would 
severely incapacitate the patient. 

Recently, on the basis that tics originate in or are closely 
associated with the motor cortex cells, operations on the areas 
corresponding to the muscles involved have been advocated, 
similar to the procedures used to remove scars in cases of 
cortical epilepsy (Penfield, Wilder, and Erickson, T. C.: Epi- 
lepsy and Cerebral Localization, Springfield, Ill., Charles C 
Thomas, 1941). The patient needs to be studied from this point 
of view, with electroencephalograms, air encephalograms and an 
evaluation of the spinal fluid. Evidence of birth injury to the 
brain should be sought, as well as a complete history of previ- 
ous illnesses, such as meningitis or encephalitis. Should the 
findings suggest a localized cortical lesion, surgical exploration 
might be advised, but in view of the involvement of the right 
side of the body in this patient, who may also be right handed, 
the possibility of aphasia as a complication from the operation 
would have to be fully weighed before a decision is reached. 

Some patients with tics have responded to psychotherapy, but, 
without a background of emotional instability or other psycho- 
genic mechanisms, one would not expect an engineer of 30, 
with a tic of fifteen years’ duration, to profit by a prolonged 
psychologic study. A brief study, however, would certainly be 
an essential part of any examination, and a more complete 
investigation could be determined only if profitable lines of 
psychotherapy were disclosed. 


MASSIVE EDEMA FROM THROMBOPHLEBITIS 

To the Editor:—A patient aged 43 following a severe attack of thrombo- 
phiebitis in 1931 has developed a tremendously edematous right leg and 
thigh. My patient, who is overweight, is trying to reduce but, in the 
meantime, | cannot prevent frequent attacks of severe lymphangitis. The 
lymphangitis attacks are severe—temperature 105 F.—but were amenable 
to sulfamerazine and are now even more satsifactorily treated with peni- 
cillin injections. What can | do to prevent the frequency of these attacks 
of severe lymphangitis? | have tried daily sulfathiazole ointment but 
without avail. Would you suggest ultraviolet therapy to the skin? 


M.D., Illinios. 


ANSWER.—Huge thrombophlebitic edemas are usually a com- 
bination of venous and lymphatic obstruction. When acute 
attacks of lymphangitis occur with chills and fever, the organism 
may be recovered from the blood stream if a blood culture is 
obtained as rapidly as possible after the appearance of the chill. 
Autogenous vaccines can then be prepared so that the patient 
may receive a series of twelve subcutaneous injections of the 
vaccine. 

Such flare-ups are often initiated by trauma, by a local infec- 
tion of the foot (ringworm!), by an attack of tonsillitis, or by 
a respiratory infection. Obviously the lymphatic apparatus of 
such a patient is in a susceptible state and reacts with great 
intensity to a small, nonvirulent dose of an organism, which 
produces no reaction anywhere else in the body. Penicillin or 
sulfonamides are useful only during the acute attack and should 
be used in massive doses (200,000 to 300,000 units of penicillin, 
120 grains [8 Gm.]| of sulfadiazine daily). Eventually some type 
of autoimmunization takes place, but at the expense of much 
permanent lymphatic block. 


MIN N & & 
SENSITIVITY TO ASPIRIN 
To the Editor:—A man aged 30, with irrelevant past history or history of 
allergy within half an hour after ingestion of a 5 grain (0.32 Gm.) 
aspirin tablet for relief of a simple headache developed an urticarial 
rash with severe edema and extremely intense pruritis. Seven months later 
and for the same reason he took a tablet containing acetophenetidin 214 
grains (0.16 Gm.), aspirin 214 grains and caffeine 1% grain (0.03 Gm.) and 
again had the same reaction. Both episodes, with gradual subsidence, 
lasted three days. | should like to know a simple procedure of testing 

him for sensitivity to aspirin and also to acetophenetidin. 
M.D., New York. 


_ Answer.—There is no successful method for testing drug 
sensitivity except bv clinical trial. Skin tests of various types 
are not applicable in the study of drug sensitivity. The experi- 
ence of the patient in this case is enough to make a definite 
diagnosis of allergy to aspirin. The chemical relationship of 
aspirin to acetophenetidin is close enough so that the patient 
also may be sensitive to the latter drug. It is advisable to avoid 
aspirin even in the minutest doses in such a case, since future 
reactions may be much more severe than the one noted and may 
be even dangerous. 


EPHEDRINE AND IMPOTENCE 
To the Editor:—A man with bronchial asthma reports that during the 
asthmatic attacks he takes a moderate amount of ephedrine and for 
severai days thereafter finds himself impotent. | can find nothing about 
the effect of this drug on a person’s ability to get an erection. Is there 
an association or must the trouble be explained on some other basis? 


Thomas G. Harvey, M.D., Fort Fairfield, Maine. 


ANSWER.—Suppression of erections by ephedrine does not 
appear to have been reported previously. The wide use of the 
drug makes it improbable that such action would have been 
overlooked. Presumably the patient's reaction is a conditioned 
inhibitive reflex originating from an accidental association. 


RETROBULBAR NEURITIS IN PRISONER OF WAR 
To the Editor:—A prisoner of war in the tropics from March 1942 until 
Aug. 10, 1945 was under unfavorable conditions regarding food (highly 
polished rice, small quantities of vegetables and dried fish of inferior 
quality). He is 50 years of age and except for dropsy from December 
1944 until April 1945 developed no deficiency disease. The blood pressure 
was 135/85. In January 1945 troubles with vision started. Two qualified 
ophthalmologists found the right ard left fundus normal. There was a 
central scotoma, right and left and total paralysis of accommodation. 
Since liberation the food has become better (calories and protein [canned] 
and multivitamin tabloids). Up to now there has not been any ameliora- 
tion. The patient was a heavy smoker. | understand that American doctors 
have seen and treated similar cases from the Philippines. Although | 
have worked in the tropics for more than twenty years | have never come 
across a deficiency disease like this one (so-called neuritis retrobulbaris). 
M.D., Singapore. 


Answer.—The syndrome described in this query is evidently 
that of retrobulbar neuritis. This condition occurs in deficiency 
diseases and has been described frequently in the literature par- 
ticularly from the Far East (Verma, O. P.: Indian M. Gas. 77, 
November 1942, through J. Trop. Med. & Hyg. 46:7 [Feb.- 
March] 1943. Guha, G. S.: Indian J. Ophth. 1:103 [July] 1940. 
Moore, D. F.: J. Trop. Med. 42:131 [May] 1939; Lancet 
1:1225 [May 22] 1937). Retrobulbar neuritis, however, may 
occur independent of deficiency disease. In these cases its 
response to nutritional therapy is irregular and unpredictable. 

The prognosis of retrobulbar neuritis associated with defi- 
ciency disease is generally better than that occurring indepen- 
dently and is somewhat dependent on the duration, early cases 
giving a good prognosis and later cases responding slowly, if 
at all, to therapy. 

Treatment should consist in dietary correction, large doses of 
the whole natural vitamin B complex (1 to 3 ounces of yeast 
daily by mouth) and the synthetic vitamins (10 mg. of thiamine 
hydrochloride, 5 mg. of riboflavin, 50 mg. of niacinamide and 
100 mg. of ascorbic acid) by mouth or by intramuscular injec- 
tion if there is impaired absorption. 


TRANSMISSION OF POLIOMYELITIS 
To the Editor:—From a children’s camp near Honesdale, Pa., 11 cases of 
poliomyelitis were reported within two weeks. The source has not been 
discovered. Should children return to this camp next summer? 
M.D., New York. 


ANSWER.—The means of spread of the virus of infantile paral- 
ysis has not been worked out completely. It is, however, recog- 
nized that the disease is not one due to a “place infection” but 
is transmitted from person to person probably both directly and 
through vectors. Therefore there would appear to be no reason 
for not recommending a summer camp, dwelling or community 
because cases were reported there during the previous year. 
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